T OF HEALTH 


‘200. ACCIDENT WAS UNDERLYING L} ‘20. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 


] Division of STATISTICAL RESEA TON STREET, BALTIMORE, MARYLAND 21201 
01540 es 
i o . ue 2 i a 
3 sus 1. PLACE OF DEATH ~ =F LRESIDENCE (Where deceosed lived, if institution: Residence before odmission) 
Ss Sos 0. COUNTY b. COUNTY 
5 ST 5- ALLEGANY 
ae 235 b. CITY OR TOWN (If outside corporote limits, LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote limits, write RURAL and give nearest tawn) 
o = 
te = 2 write RURAL and fa nearest tawn) 33 DAYS WILEY FORD . 
2 B73 
~ Be Se d, NAME OF HOSPITAL OR INSTITUTION (IF not in hospitol, give street address) d. STREET ADDRESS RESIDENCE 
x 
= Bee MEMORIAL HOSPITAL ves [] no Gd 
= ie ES e ARE OF First Middle Lost 4. pate Month Doy Yeor 
= a ae D 
= 362 Cpe’ print HARVEY = ABE dan FEB 19, 1» 67 
2 £s 3 5. SEX 6 COLOR OR RACE | 7. MARRIED [7] NEVER MARRIEO (_]| 8. OATE OF BIRTH g AGE (, ion TFUNDER T YEAR [IF UNDER 24 Tis 
3 £ lost birthdoy in. 
g o> MALE WHITE wioows 4% —ovorcoo [J] 12-3-89 a 
Es @ e Toa. USUAL OCCUPATION (Give il of work done T0b. KIND OF BUSINESS OR 11. BIRTHPLACE (County & Stote, or foreign country) 12. Tae OF WHAT 
= oie during most of working lite, even if relired) INDUSTRY. ? 
2 ‘ess Retired Engineer Railroad WEST VIRGINIA-~LEVELS fe Fe A. 
2 gas 13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
= ee 
3) 228 JOHN ABE MARTHA MORELAND 
<« £2 TS. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT ‘Address 
ips ee (Yes, no, or unknown) |(If yes give wor or dotes of service] 
B se& es a MEMORIAL HOSPITAL= CUMBERLAND, MD. 
ae 
*4 my ag 18. SUE OF DEATH (Enter only one couse per line for (0), (b), ond (c).) INTERVAL BETWEEN 
Se *ART 1. DEATH WAS CAUSED BY: £ ‘ 
eee : IMMEDIATE Cause (o) Dehydration an 
ha ea c DUE TO 
£s2e2 Conditions, if ony, which oe ») Carcinoma of prostate and colon, with 
2 tise to immediote couse (0), 
= 4 eistingulke urteriyinG tov DUE TO bony and pulmonary metastases 
= = I ee 3 te 
S 8 
e a THER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o) 19. ps Ua 
i= = 
= = Diabetes mellitus, vs [] no 
=— 


‘OR CONTRIBUTING C] CAUSE OF DEATH 


After this certificate has been si 
MEDICAL CERTIFICATION 


a 
va 
2 
Ej 
2 
@ 
<a 
wo 
3 
@ 
g 
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Page 4 may be retained by the haspital ar attending physician. 


=z 
ij 
se 5 
ra a (IFEITHER, NOTIFY MEDICAL EXAMINER) 
- = 0c. TIME. OF INJURY Month, Doy, Yeor 70d. INJURY OCCURRED | We. PLACE OF INJURY (Home, form, | 20. (city or town) (County) (Store) 
a x Hour o.m. while Not While foctory, street, office bldg., etc.) 
4 € Mm. ot work otwork = 
a A 21. (certify that (I) (this haspital) attended the deceased fram DEG» 17th G6. teteDe 195, 1967 that (I) (we) last 
BSB 2ese saw the deceased akve~an_l'e b 9 ,/\.19_6'7, and that death occurred at, lb fokinbles ond on the date stoted above. 
@ 5 e = TORI fein aa Rar 2b. DATE SIGNED 
ee BOS pus. LX _pirecron_ CI) pays, CO) 2-22-67 
aes 2) SF.zzd. ADDRESS 
E> a wer vy, |e N. MECHANIC ST,, CUMBERLAND ME 
= 
S3et5 Wo. BURIAL, CREMATION, Tac NAME OF CEMETERY OR CREMATORY 73d. LOCATION (City or Town) (County) (State) 
> 
sae se Boyt er “MBE CEMETERY... WILEY FORD, WEST, \VIRGINZA 
7 \ 74. FUNERAL DIRECTOR ADDRESS 750. RECD BY REGISTRAR 750, REGISTRAR’S SIGNATURE 
edt James F. Scarpelli, Cumberland, Ma. 


one FEB 27 19 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs after death. 


z= ' 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attendin 


88 
z> 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


Kote / 01542 CERTIFICATE OF DEATH 
ary 
ers 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived, if institution: Residence before odmission) 
S53 0. COUNTY o. STATE b. COUNTY 
§ -35 - Allegany MARYLAND Maryland Allegany 
285 B. CITY OR TOWN (If outside corporote limits, © LENGTH OF STAY IN Ib © CITY OR TOWN (If outside carporote limits, write RURAL ond give neorest town) 
=u write RURAL and give. ae 
BOS GumbeT1and 2 months Rt #6, Cumberland Ol-l 
re a _[ 4. NAME OF HOSPITAL OR INSTITUTION (If not in hospitol, give street address) d. STREET ADDRESS e ae Hedi 
Ege Sylvan Retreat Mciullen Highway ves Lo 
Sse 3. NAME OF Fist Middle lost a. DATE Month Doy Year 
222 PECEASED Samuel Singleton Adams OC it Feb. 10 967 
ae 5. SEX ©. COLOR OR RACE | 7. MARRIED fe] NEVER MARRIED (]] 8. DATE OF BiRTH 9. AGE ea R 
ny irthdor 

ae | Male White wiowed [] pivorceo [J 11/29/94 Hoe 
Stoke 100. USUAL OCCUPATION (Give Knd of wark done 0b. KIND OF BUSINESS OR TT. BIRTHPLACE (County & Stote, or foreign country) 12 CGE OF WHAT 

es during most of working lite, even if retired) IN| JUNTRY ? “ 
S82 Farmer Farmin, Buffalo Mills, Pa. U.S.A. 
Sas 2 
gos 13. FATHER'S NAME 14” MOTHER'S MAIDEN NAME 
Ze 
a2 Silas Adams Cora Suter 

; Ts. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO. | 17. INFORMANT Address 

red (Yes, no, or unknown) {If yes give wor or dotes of service] 

E No 161-12-6641 |Mrs. Maude Adams, Cumberland, Md. RD6 

= 1B. CAUSE OF DEATH (Enter only one couse per line for {0}, (b}, ond (¢).) ‘ ? INTERVAL BETWEEN 

5 PART |. DEATH WAS CAUSED BY: yn S pA fo p * ONSET AND DEATH 

s IMMEDIATE CAUSE (0) CLC-gt gehen ttl Ake 2 


shauld be filed with the State Dept. af Health priar ta burial, crematian, or removal 


directar, page 3 should be detached far use as the bu 


a 
ss 


Ae 


V \Y, 
DUE TO 4 
Conditions, i any, which gave ) Keae 4 Ly af s keke L K, ‘ pa 
tise to immediote couse (0), DUE TO 


stoting the underlying couse , 

pal G) = lecee Cp ~~ L yee 

PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{o} 19. be 2 a8) 
ves] no (] 


200. ACCIDENT WAS UNDERLYING (1) ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
OR CONTRIBUTING C1 CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Yeor 20d. INJURY OCCURRED ‘0e. PLACE OF INJURY (Home, form, | 20%. (City or town) (County) Grote) 
Hour o.m. While Not While foctory, street, office bldg., etc.) 
W otwork La wotwork fal 


21. | certify that (I) (this haspital) attended the deceased fram_NOVe et, , 1900 _, ta Feb. LO 199f, that (I) (we) last 


saw the decegsed alive an___Feb, 9 #967, and that death accurred at 40M, fram causes and an the date stated above. 
20. SIGNATURE a, ae 29. DATE SIGNED 
oirector CJ pays. CJ 
ic. PHYSICIAN'S 22d. ADDRESS 
NAME (Type) L. B. Hathews, M.D. 49 Greene St., Cumberland, Md. 
230. BURIAL CREMATION, 3b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 73d. LOCATION (City or Town) (County) (Sate) 

SRG Spit) Feb.13),1967| Dry Ridge Cemetery Manns Choice, Pa. RD#f1 
wg De DIRECTOR y ADDRESS 250. RECD_BY REGISTRAR RE EyayUR 
Vue, WALZ Hyndman, PA, oe FEB B 1967 } y G 


eS 
=) 
= 
2 
= 
& 
o 
8 
= 


ATTENDING 
PHYS. oO 


sed livad, If institution: Od 03 = 


and » ONT] egany 


MARYLAND 
¢. CITY OR TOWN (if outside corporate limits, write RURAL and give nearast town) 


b, CITY OR TOWN (if outside corporate limits, ¢. LENGTH OF STAY IN Tb | 
writa RURAL and give nearest town) 


Fro 5 Minutes faa | 
| d. NAME O} 2 SEPULE ution (if not in hospital, give straat address) d. Lonaconing "ee fhe 


| ON A FARM? 
supalfiners Hospital | Railroad Street wets 


Middle Month Day “Yeu as 
teem) JOHN ANDERSON Beare §— 2/8/1967 » 


5. SEX 6. COLOR OR ele MARRIED ] NEVER MARRIED [-] | 8 DATE OF BIRTH 9. AGE (In yoars )IF UNDER 1 YEAR| IF UNDER 24 HRS. 


Male White | wows DIVORCED 10/29/1905 been” cai), pao | 


10a. USUAL OCCUPATION ind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (Stale or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
done during most of working life, even if retired) | 


lanese Employee Lonaconing, MD. | USA 


NAME 14. MOTHER'S MAIDEN NAME 


William Anderson | Minerva Miller 


WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17, INFORMANT Address 
(Yes, no, or unkown) | (Ifyesgivewarordatesofservice] 


No__| a} MRS. BIHEL ANDERSON, Lonaconing, MD, 
CAUSE OF DEATH [Enter o e cause per line for (a), (b), and (c).] (WIPE) "| INTERVAL BETWEEN 
PART |, DEATH WAS CAUSED BY: ONSET AND DEATH 
IMMEDIATE CAUSE (a) Coronary Occlusion _|_ Minutes 
DUE TO 


Conditions, if any, which (b) Coronary Thrombosis 

gave rise to immediate cause 

(a); saling ive undetlying (0 DUE LO 

otilet, tt fa Goronary Sclerosis — 


PART ll. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I[a)] 19. WAS AUTOPSY 
= =< = PERFORMED? 


ves FX No T] 


e 


in Item 18. Give Pages 1, 2, and 3 to the f 


PM3. Page 5 may be retained for your files, 


t's Office along with for 


Page 3 should be used as a burial-transit permi 


ine 
its designated agent, prior to burial, cremation, or removal, an 


~ 


20a, EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURED, (Enter nature of injury in Part | or Part II of item 18.) 
PRIMARY [J or CONTRIBUTING [-] 
CAUSE OF DEATH. 


0c. TIME OF INJURY — Month, Day, Yaar | 20d. INJURY OCCURRED 20s. PLACE OF INJURY (Home, farm, » 20f. (City or town) (County) (State) 
Hour a.m. While __ Not While factory, streat, office bldg., etc.) | 
‘5 at werk (_] at work 1 


MEDICAL CERTIFICATION 


p.m. 


21. I certify that | took charge of the remains described above, held an Autopsy Exl Inspection [X], Inquiry [x and in my opinion 
death resulted from: Natural causes Accident [], Suicide ["], Homicide [[], Undetermined manner {] 


. show CHIEF MEDICAL EXAMINER 
piscth at ASSISTANT MEDICAL EXAMINER [_ | DATE SIGNED 
SIGNATUR: A eartcteed > ar M.D. 
he/ DEPUTY MEDICAL EXAMINER XK] Februa: 8 1967 
EXAMINER'S = Benedict t . Ty ) 
NAME (Type) neaic Skitarelic, M.D. Addrass (Streat, city, town, or cou@umber Land,,.Maryland 


22a. BURIAL, CRE ION,| 22b. DATE THEREOF | 22c. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or country) (State) 


REMOVAL (Specify) 
2/10/1967 Memorial Park Frostbur 


apa — 
23, FUNERAL DIRECTOR 24a. REC'D BY REGISTRAR | 24! 


( b, RE! De 13 
VR AIS: . c } erase 
Joa (> ____Seorge Eichhorn Lonaconing, MD. |ox FEB 9 196/ Vs hi aa 


€ 
5 
= 
0 
3 
3 
. 
= 
‘a 
= 
3 
x 
= 
a 
2 
= 
z 
3 
= 
3 
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= 
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P= 
5 
he 
3 
4 
6 
8 
m4 
#2 
= 
& 
w 
2 
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a 
4 
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ne certificate, writing the word “pending” in pen 


fofwarded to the Chief Medical Exam 


4 should be 
TO FUNERAL DIRECTOR: 
if 


please execi 


Health or 


TO DEPU' 


P MARYLAND STATE DEPARTMENT OF HEALTH 
] Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


IVi)| 0£542 CERTIFICATE OF DEATH 


ez g |. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, if institutian: Residence befare odmission) 
ecu o. COUNTY ©. STATE b. COUNTY 
Seas ALLEGANY CO, MARYLAND MARYLAND TILED ID 
ae 3S b. CITY ed i outside corporote feiss c. LENGTH OF STAY IN Ib «CITY OR TOWN (If outside corporote limits, write RURAL and give neorest town) / 
=3 write on 
Bes CUMBERLAND 5 DAYS CUMBERLAND a 
r a= ga d. NAME OF HOSPITAL OR INSTITUTION (If nat in hospital, give street oddress) d. STREET ADDRESS @. Rl aye 
Bee 42 MEMORIAL HOSPITAL 313 MARYLAND AVENUE ves C] oD 
ES Ss = 3 NE First Middle Lost 4 me Manth Doy Year 
S52 Type or print TAY ALL __BATES Ce FES 17 Sissy 
£ @ 3 S. SEX 6. COLOR OR RACE 7, MARRIED oO NEVER MARRIED [A] } 8. DATE OF BIRTH a ie fryer IF UNDER aa 
> last birthdoy lanths S in. 
ms MALE WHITE | wows 1 pworceo F]| 2-12-67 a 5 eae ' 
5 100. USUAL OCCUPATION (Give kind of work done 10b, KIND OF BUSINESS OR 11. BIRTHPLACE (County & State, ar fareign country) 12. CITIZEN OF WHAT 
c during most of working lite, even if retired) INDUSTRY MARYLAND Y? 
s es = 
a 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
£55 JOHN H BATES, JR JOYCE RixWPRID' COODMAN 
eas 
a Ld iy 
2 2 Is. “ecg eae ah] U.S. ARMEO rons heh 16. SOCIAL SECURITY NO. 17. INFORMANT Address 
xe ! 
EE S (Yes, Peay nawn) |(If yes give war ar dates of service] Ui eso. MEMOR t AL HOSP H TAL 
| 
; as 18. CAUSE OF DEATH (Enter anly one cause per line far (a), (b), and (¢).) P INTERVAL BETWEEN 
£5 2 PART |. DEATH WAS CAUSED 8Y: 3 5 
>So 3 . _ IMMEOIATE CAUSE (a) 
aie < DUE TO 
ee Conditions, if ony, which gove (b) 
aS 


tise to immediate cause (a), 
stating the underlying cause yely 


last. (9) 
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERI 


19, WAS AUTOPSY 
PERFORMEO? 


eolth prior to burio 


am 
rs 
o 
o 
2 
“ 
=] 
= 
om 
i] 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires thot the deoth certificate be executed within 24 hours ofter death. 


< 
& 
4 
= 
a 
z 
a = 
£se 
ees 
25. 
B28 HMINAL DISEASE CONDITION GIVEN IN PART 10) 
= =z SSS 
aes 72 p—heth 20, Coanekatien Bente Kehien Horie | vs f% 0 O 
5 2s2 = | 200. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED/(Enter nature of injury a Part | dt Part Il of item 18.) 
27s & | OR CONTRIBUTING CI CAUSE OF DEATH 
S582 © | (iF EITHER, NOTIFY MEDICAL EXAMINER) 
£233 S [20 TIME OF INJURY Month, Doy, Year 7d. INJURY GCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or tawn) (County) (Store) 
2Es = s Haur a.m. While Nat While factary, street, office bldg., etc.) 
Ses atwork CL] otwok CO] 
= Bee 21. 1 certify that (I) (this haspital) attended the deceased fine Se a ep B82 ta Fa 77, , 1967, that (I) (we) last 
2232 saw the deceased alive ane {7 _19.4D., and that death acctirred ot © Om, Fithh causes and an the date stated abave. 
@ 3 Ges To. SIGNATURE Ge Pane a a 2b. OATE SIGNED 
Pre 4 mo. pays, 08 oirector O) pws. CL 2/29/27 
> Se Te. PHYSICIAN'S 72d. ADDRESS edrord ot 
Say NAME (Type) CHUBECAPUR*ST. CUMBERLAND, MO. 
wi So 
3Se2 Zo. BURIAL, CREMATION, Bb. DATE THEREOF 7c. NAME OF CEMETERY OR CREMATORY 7d. LOCATION (City or Town) (County” —_(Stote) 
SELL y REMOVAL (Specify) , - Ma 
ao” Bi 0 96 ostbure Memorial Park ostbur Allegan ° 
DORESS %a. RECO BY REGISTRAR 2b. REGISTRAR'S SIGNATURE 


zz 
53 
e* 


35 


7H, FUNERAL DIRECIR sr Dem 
Jenn 3. ESD SES ZIOYBal¥o Ave. Cumberland) oWFEB 23 1967  KCMerlag Veer 
= ———— 


f= <j 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF : STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


91544 CERTIFICATE OF DEATH 
IF GEATH 


. PLACE Ot 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 


a. STATE b. COUNTY 
MARYLAND d : 
b. CITY OR Piilevan ‘orporate limits, c. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, writeRURAL end give nearest town) 
v er 


write RURAL and give nei 2 Bac 
Comberland 2) 
d, NAME OF HOSPITAL OR roe (if not in hospital, give street address) || d. STREET AODRESS . IS RESIDENCE 


—s if Ho2 Pulaski St. ON A FARM? 


. NAME OF First Middle Last 4, DATE Month Day 


= 


2 
he 


funeral 
gi 
tétidea 


e carbon papers, Pages 1 


event, within 72 hours, af 


DECEASED 
(Type or print) 5 k @ DEATH eh: 16 
r5. SEX 6. vi OR RACE | 7, a NEVER MARRIED [] Soh DATE OF BIRTH 9. AGE (In years IF UNDER YEAR|IF UNDER 24HRS, 


E; While wipoweo [Ar oivorceo }| Pep Cbd 976 oC saa Days | Hours | Min. 


10a. stale (Give kind of workdone| 10b. oe pels OR ih eh CE (County & State, or foreign country) | 12. CITIZEN OF WHAT 


during most of working life, even If retired) 
Housewife Corriecansville, Id. U.S). 
) FATHER’S NAME 


Ta.” MOTHERSS MAIDEN NAME 


Veustine Burke Rose Mattingly 


A me EASED EVER INU.S. ARMED FORCES? |*16. SOCIALSECURITYNO. | 17. INFORMANT 


(Yes, no, or unkown) | (If yesgive war or dates of service) 
Je els Ment _|Edward Blake Comberlaud ,|ud. 


18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).7 INTERVAL BETWEEN 
PART I. DEATH WAS CAUSED BY: Pe oy pec PEE 
IMMEDIATE CAUSE (a). ee” BZ begs 


QUE TO 


Conditions, If any, which - i Zo Yee. 
gave rise to Immediate 0 

cause (a), stating the DUE TO si 
underlying cause last. (co). 


PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH JOTRELATED TO THE TERMINAL DISEASE CONDITION GIVEN INPART 1(a) | 19. SLU 


yes[] Not} 


lease remov 


, cremation, or removal, and in ai 


-transit permit. Then p! 


Fj 
s 
2 
3 
re 
s 
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2 
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@. 
f= 
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= 
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3 
= 
ee 
3. 
=. 
= 
” 
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PS 
iS 


20a, ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part 1! of item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20¢c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
Hour a.m. While Not While factory, street, office bldg., etc.) 
p.m. 19 at work 


21. | certify that (1) (this hospital) att A t / 1967, that (I) (we) last 


saw the deceased alive o and that death occurred at____M, from the causes and on kus date step above, 
22a, SIGNATURE 22, DATE SIGI 


@ wp. PHS DIRE PAYS. Li/ a? 


22c, PHYSICIAN’S 
NAME (Type) 4 


‘|Ba. BURIAL, OREMATION, = Noha \ od 230. F CEMETERY OR pEMATORY Toor 
y) 
L/ose fb7 \A leer, 


. FUNERAL DIRECTOR ADORESS 25a. REC'D. BY REGISTRA 
VR AIS (4) ‘ afin ce a/- oie 20 1967 


15M 4-64 


MEDICAL CERTIFICATION 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and completely filled in by the-f 


director, page 3 should be detached for use as the burial 
should be filed with the State Dept. of Health prior to buri 


TO HOSPITAL 3 ATTENDING PHYSICIAN: 


MARYLAND STATE DEPARTMENT OF HEALTH 
] Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


FOR STATE. 01 54 5 MEDICAL EXAMINER’S CERTIFICATE OF DEATH 
ne DEPT. ) Fi Ptace oF DEATH 7. USUAL RESIDENCE (Where deceosed lived, if institution. Residence before odmission) 
Se | 2 Count Liggedy a o. STATE Maryiand CUNY Allegany 


b. CITY OR TOWN (If outside corporote limits, c. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporate limits, write RURAL ond give neorest town) 
roiy RURAL and give nearest town) 
umberland 69 


years 
d, NAME OF HOSPITAL OR INSTITUTION (If not in hospitol, give street oddress) d. STREET ADDRESS els baal 


404 Pennsylvania Avenue 404 Pennsylvania Ave.| s LL note 
. NAME OF First Middle Lost Year 
DECEASED OF 
(Type or print) Robert B 9 6 
5. SEX 6. COLOR OR RACE 7. MARRIED E NEVER MARRIED [_]] 8. DATE OF BIRTH = L ] 9. AGE (In eer IF UNDER 24 HRS. 


Male White WIDOWED vivorceo []| Nov. 28, 18%) Bee 


100. USUAL arate Give Bnd of work done 10b. a OF BUSINESS OR 11. BIRTHPLACE (Stote or foreign country) 42. CITIZEN OF WHAT 
during most of working He, syn retired) COUNTRY ? 
Bra givenes Set Employed | Cumberland, Md. USA 


13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 


Thomas W., Brant Daisy Valentine 
i. al NUS, ARMED FORCES? 76. SOCIAL SECURITY NO. | 17. INFORMANT Mies Daughter 


(Yes, no, or unknown) |(If yes give wor or dotes of service! 
no Mrs. Robert M. Tabler,Ravenna, Ohio 


1B. CAUSE OF DEATH (Enter only one couse per line for (0), (b), and (c)) TNTERVAL BETWEEN 


PART |. DEATH WAS CAUSED BY: ; DEATH 
x IMMEDIATE CAUSE (o) coronary Occlusion, Left bid a8 


ha) DUE TO a -- 
Conditions, if ony, which gove (b) Coronary Thrombosis » Left 
tise to immediote couse (0), DUE To 
stoting the underlying couse 
best @ 
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{o) 0. WaSAUTORS’ 


YES fe] NO 


er deoth @.... 


ive Poges 1, 2, and 3 to 
g with farm PM3. Page 


Coronary Sclerosis 


o 
= 
= 
a 
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= 
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200. EXTERNAL CAUSE WAS. 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port II of item 1B.) 
PRIMARY C1] or CONTRIBUTING CL) 
CAUSE OF DEATH 
20c. TIME OF INJURY Month, Doy, Year 20d, INJURY OCCURRED 20e. PLACE OF INJURY (Home, form, 20. (City or town) (Stote) 
Hour o.m. While Not While: T=] foctory, street, office bldg., etc.) 
p.m 9 at work LJ “ot work 


MEDICAL CERTIFICATION 


21. | certify thot | tack charge af the remains Seer obave, held an Autapsy J, Inspection 3%, Inquiry J, ond in my opinion 
deoth resulted from: — Noturol cousesaK J, Accident [_], Suicide [], Homicide [_], Undetermined monner [_] 
. / 7 CHIEF MEDICAL EXAMINER [7] 
18 a Lv aetednct- Bhitiad -. mp, ASSISTANT MEDICAL EXAMINER [] 27; DAIBSIENED 
Haines pePury weoicat examiner [ February 19, 1967 
NAME (Type) BENEDICT SKITARELIC « Mid. Address (Street, city, town, or county) Cumberland, Md " 
23o. BURIAL CRENATION, Tb. DATE THEREOF 73c. NAME OF CEMETERY OR CREMATORY T3d. LOCATION (City or Town} (County) (Store) 
VAL (Speci ‘ 
Reo party) Feb.22,1967 | Zion Memor 
74. FUNERAL DIRECTOR ( 7 ADDRESS \ 
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TO DEPUTY 2. EXAMINER: 


( 


~ a a 


1 MARYLAND STATE DEPARTMENT OF HEALTH 


21. | certify that (I) (this 


saw the deceased alive on. 
22a, SIGNATURE 


Page 4 may be retained by the hospital or attending ph 


TO FUNERAL DIRECTOR: After this certificate has been si 


should be filed with the State Dept. of Health prior to burial 


4; DIVISION OF STATISTIGAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
Pia 01546 CERTIFICATE OF DEATH 01543 __ 
2 = £3 1. PLACE DF DEATH 2. USUAL RESIDENCE (Where deceased lived, If InstititfOn:"Re: ¢ before admission) 
° 2. 3. COUNTY a. STATE b. COUNTY 
2 @ ye 4 BGAaNy. MARYLAND MARYVI ANT f u EGANY 
5 = Ss b. CITY OR T (if outside corporate limits, ¢, LENGTH OF STAY IN Ib || ¢. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
2 zs 2 write. RURAL and give nearest town) 
8 £52 |—aweor Gi MEERA i take CUMBERLAND O4-/ 

@ =e gn d. NAME-OF HOSPITAL OR INSTITUTION (If not In hospltal, glve street address) || d. STREET ADDRESS e. Berane 
ee el ? 
NG rae ae 
Ss =e" 2 SET HOS: RT. 1 3: ves] no] 
SPs > 3. NAME DF First Middle Last 4. DATE Month Day Year 
S 2395 
= zee DECEASED a OF oil 
ig es ¢ (Type or print) 7 Cc. Pp DEATH FEB. 21 19 67 
ay Sas 5. SEX 6. COLOR aK bie OF BIRTH 9. AGE (In years | IF UNDER 1 YEAR |IFUN 
2 83a 7. MARRIED f{] NEVER MARRIED [_ ] thday} igor peers 
a S > 1DoweD [J wvorceD 7] 66. birthday} (Months | Days ) Hours | Min. 
= = Jr: w DIVORCED 10-22-00 yrs. 

3 S53 22. 
Is = 10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (County & State, or foreipn country) | 12. CITIZEN OF WHAT 
& oo 22 during most of working fife, even If retired) INDUSTRY COUNTRY? 
esse | Retired Clergyman LUKE, MD, ani 
3 oe 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
= sé 
& £&§ Lloyd Weller Rhoda Shoemaker 
° sau &: WAS peor ee ne IN re ARMED TORCESE 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
rt co es, No, oF unkown) ‘yes Give war or dates of service) 
3 ¢ No 216~22—614) pris 
= = 18. CAUSE OF DEATH [Enter only one cause per/Ainp for (a), (b), and (c).7 INTERVAL BETWEEN 
= = a ONSET 
5 5 PART |, DEATH WAS CAUSED BY: Ae. 
*: 5 2 y \MMEDIATE CAUSE (2) at 
= pueTo * fs *LénA %) 
g = Conditions, If any, which 6) Coy. ZF YES 
=. pe gave rise to Immediate 
2: = cause (a), stating the DUE TO v7 
= 3 underlying cause last. «) 
= Z s PART U1, OTHER: NIFICANT i, CONTRIBUTING TO DEATHBUT NOT RELATED TO THE TERMINAL DISEASE CONDITIONGIVEN IN PART 1(a) | 19. ibd AS AUTOPSY 
a = 
Asg73 “ls Ty fae Oa ves ENO 
=z = = 20a. ACCIDENT WAS UNDERLYING fob. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury In Part { or Part I! of Item 18.) 
Se E25 |B) Gr SATO Battin 
o 
B2 28 alii b 
= 4 & | 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 2De. PLACE OF es feat 20f. (City or town) (County) (State} 
a 3 8 Hour a.m. while Not While factory, street, office bidg., etc.) 
S 2 = p.m. 19 at work at work 
e z 
=z s 
Eges 
=< 
Seeo ssn MED. 
7 s DIRECTOR 
= ae 22c. wai (ps) fs oe 
= 5 jl pe) 
a s ] | / A 
3 Ss / 
= “3 23a. Bae ca 23. DA HEREOF 23c. NAME OF CEMETERY i CREMATORY 23d. LOS (City, town or county) (State) 
o Ss 
e 


eer 2/24/67 Hillcrest Burial Park erland Allegany Md 


25a, REC’D BYREGISTRAR | 25b. REGISTRAR'S SIGNATURE 


—— aarti sacs a 


24. FUNERAL DIRECTOR ADDRESS 
ve As (0 el H. Lee Silcox Cumberland Maryland 21502 | of B 2 3 4967) 


20M 


MARYLAND STATE DEPARTMENT OF HEALTH 


» 1 ie NK \ Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 
= \ ‘ae rt 
_ VU | 00887 CERTIFICATE OF DEATH N154: 
? Ee. a 
& SB 1. PLACE OF oe 4 be oteze74 2. USUAL RESIDENCE (Where deceased lived, if institution: Residence before admission) 
3 253 a, COUNT a omtA ad a, STATE b. COUNTY 
5 Sos A MARYLAND LLES: CL LAEP A aay 
S Je 8S OR: oe - ¢. LENGTH OF STAY IN Ib «CITY OR TOWN (If autside cae limits, write RURAL and give nearest tawn) 
uw — oe 
2 3° 3 J 
e ee CNAME OF anne “ INSTITUTION ten at in ia el, odes) STREET ADDRESS BRE IDENCE 
= 2ah os on A FARM? 
=e 222° °UMomanigld , {i rnp AY ie: ey) Ate no 
= = reels inst dale | ie ie DATE 
= $25 DECEA! i OF 
oe See (Type ar print) (4 an ip rk DEATH 
2 Vas AMET YT 7 MARRIED [7] "NEVER MARRIED Te FB * ae ees 
“7 > st birthdar 
S Aes iV © | wirowe [] pivorcéo [] g K Gj re (j 
o( $32 Ida. WAL OCCUPATION (Give al work done Tob. KIND OF BUSINESS OR BIBI pCi Med ty & Sate, ar fardign country) 12. CITIZEN OF WHAT 
2 i975 during host af working liteggen if retjaed) NDUSTRY sree } p V4 () COUWTR fi 
$ es5 a + D aie N (Or, G oF R AN ~ g tha { 
ol lc. | i ctzol| 
= £2.48 ol 
5 =gs Wd G. Pr [Ms hn [se 
=, eee s e eee fom D FORCES? 16 SOCIAL SECURITY NO. 17. INFORMANT hddréss 
o sos ‘es, na, ar unknown) |(If yes give war ar dates af service] = 4 E 
8 SES a. B/I-f GF - Lie cee a (ee be Bh 
= £52 LED AGEL 2 2 a2 te 
Fae ekg 18. CAUSE OF DEATH (Enter anly one couse per li ¥ INTERVAL BETWEEN 
—£ 2 
Sea 5 PART |. DEATH WAS CAUSED BY: if 2 o ONSET AND DEATH 
2S S15 IMMEDIATE CAUSE (a) _=#t A Q ASAD 
=se2es5 Due 10 t = 
$2 32ss Pry 
2 ea 239 Conditions, if any, which gove (b) o rOnks OMNro SB 4 
ae 2 ee rise ta immediate cause (a), DUE To I 
= 4 ‘ 
fcoecad stating the underlying cause 
35 S£2 last, (9) 
= 2,8 — : 
of 43S | PART Il. OTHER SIGNIFICANT CONDITI 71 CONTRIBUFING TO DEATH BUT NOT RELATED TO THY TeRM A DISEASE CONDITION GIVEN IN PART I(a) eS Ee 
Ese er HS q 
e = = p ~ 
gs225 715 \ 2 Dagan CAA SESE a6 
SLSt = 2o, ACCIDENT WAS UNDERLYING C17 0b. DESCRIBE HOW INJURY OCCURRED. (Enter batuke of infory in Port I or Port Il of item 18.) 
(ae ra 
& 5 & = (IF EITHER, NOTIFY MEDICAL EXAMINER) ‘ 
£ obo 3 | 2c TIME OF WIRY Month, Day, Yeor Tod. INJURY OCCURRED | 2e. PLACE OF INJURY (Home, form, | 20f. (City or town) (Coynty) (state) 
2 = i = Hour a.m. While Nat While factary, street, office bldg, etc.) ” 
= Bas. atwork L] at wark O = 7) Zi 
£<2 ts 
=| eR ef the defeased from_@o = 7 O” 9p Tito 2 fF 1sY ff that (I) fer6) last 
3 2 
82: 
= = 
[J ao 
aA 
ee 
i=] 
& 
par 
» 
a 
Ej 
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director, page 3 shauld be detached far use as the b 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


a bow the deceased WN A. 1 5}, and that death accurred at CM, fram causes and on thetdate stated abave. 
oO rs er aw 
° ‘2b. DATE SIGNED 
im ‘i Y ATTENDING STAFF 14, 
= \ A ay AS V2 no. He? RE pecipe CO bas 
B22 
ale ah ai Cbeead, Male 
@ 
é s v Wi D Eng / 
S32 Bo. sete iio. BURIAL CREMATION, | Zab. DATE TAEREOE JE CEMETER eh 1a 10 oi] or Town) = are) 
elo Mt ecil 
e im (Becta £-G 33 LLEA Cee £7 We 


FUNERAL, DIRECTOR ADDRESS 25a. REC'D BY LAS 2Sb. REGISTRAR'S SIGNATURE 
nt Ce W Udoee B21 1967) foros fee 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


MARYLAND STATE DEPARTMENT OF HEALTH 


OR CONTRIBUTING (CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


MEDICAL CERTIFICATION 


] Divisian of STATISTICAL RESEARCH AND RECORDS, 30] W. PRESTON STREET, BALTIMORE, MARYLAND 21201 
git 61548 CERTIFICATE OF DEATH 01 545 
= Pes 
3 ae 3) ) |, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived, if institution: Residence before odmission) 
so some o. COUNTY 0. STATE b. COUNTY 
5 Shs Allegany MARYLAND Maryland Allegany 
Se 3S os b. GM pean if outside Tae gs c. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give neorest town) 
= Sa write ive peorest town 
g 2es climber tana 6/29/1955 Corriganville a)-) 
i ere a. NAME OF HOSPITAL OR INSTITUTION (IF not in hospitol, give street oddress @. STREET ADDRESS 2. BS RESIDENC 
= SS a, ON A FARM? 
& Bee 7/| Allegany County Infirmary ves L] x0 
& ES 
= ct 3. NAME OF First Middle Lost 4. DATE Month Doy Year, 
= [Sos 
= 32. Ripe pra) Catherine J. Corrigan oo, February 16, , 67 
2 ae S\\ [s- sk 6. COLOR OR RACE ] 7. MARRIED [] NEVER MARRIED J} { 8. DATE OF BIRTH 9. AGE (r Ke i a uf NOER 24 Hes 
= irthdo' nit . 
e (2 a> ) Female | White wiooweo [7] ovoreo F]| 7/9/1869 g ealae c to 
s 
ras 2 oS ite: Lt AE oe of work done 10b. KIND OF BUSINESS OR HE. BIRTHPLACE (County & Stote, or foreign country) 12. apr OF WHAT 
a Dog uring most of working life, even if retired) INDUSTRY ? 
2 S85 House eper l Corriganville, Md. iol aa es 
Zz ges 13. FATHER’S NAME a C " 14, MOTHER'S yl ie 
= ss Matthew Corrigan nn Garvy 
ago 
Se = 
E 2 = 
Pa ar 2 1S. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT ee bOX SOY UMAS and Oe 
£6 ; : r) 
3 B25 (Yes, no, orunknown) |(If yes give wor or dotes of service] Allegany County tafirmary records. 
ad zx 
oe 3 ; 
£ 18. CAUSE OF DEATH (Enter only one couse pertine for (0), (b), ond (¢).) — — INTERVAL BETWEEN 
aw PART |. DEATH WAS CAUSED BY: ) A Me | np” Bhea . etbte ee ONSET AND DEATH 
east IMMEDIATE CAUSE (0) 
$23 x (1) Opnhee Virtutoy heree} Derveery 
ie - Conditions, if ony, which gove ) 
a tise to immediote couse (0), 4 Ly é 2 @ 
2 tg stoting the underlying couse gue Io » CABALLO Seterrtey 
25 ¢ last. 5 terre (G) 
B20 — 
ef 3 PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o) 19. Wis AUTOPSY 
baa he 
=5 2 ves {} No [1] 
2 200. ACCIDENT WAS UNDERLYING C] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port 11 of item 18.) 
= 
5 
es 20c. TIME OF INJURY Month, Doy, Yeor 20d. INJURY OCCURRED 2e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Stote) 
= Hour o.m. While Not While factory, street, office bldg., etc.) 
S p.m, 19 ot work O ot work = 
= 
= 


D1. V certify that (I) (this haspitgl) attended the deceased fram_O7 297 19.95, ta2@7L6/ , 19.66 that (I) (we) last 
sey f 


saw the deceased alive an 19_©F, and that death accurred at_A-e M, fram causes and an the date stated abave. 
22b, DATESIGNED =~ 


2/16/196' 


e 3 should be detached far use as the burial-transit permit. 


e 
ATTENDING 
i 


@ eo 

Meo. STAFE 
PHYS. DIRECTOR PHYS, 2] 
2d. ADDRESS 


Iee B. Mathews Greene St. 
B30. BURIAL, CREMATION, 23b. DATE THERE 2c. NAPE QE CE! YOR CJ MATORY, 23d. LOCATION er ape (County) tote) 
e parisien |") ofa 7 |p Prdrectn Clem, | Clee tree WS 
\ 4. FU DIRECTOR : are BY REGISTRAR ‘2Sb. REGISTRAR'S SIGNATURE 
wai | een Leen Ane Leen L UE. |ombEB 20 1967 _fCHorkey Verctge 


MO. 


should be fled with the State Dept. of Health priar ta burial, crematian, 


2c. PHYSICIAN’ 
NAME (Type) 


Page 4 may be retained by the haspital or attending physician. 


TO FUNERAL DIRECTOR: 
pa 


directar, 


hi 


© 


in 24 hours after 
led in by the funeral 


n and completely 
ve carbon papers. Pages 1 and 2 sh 


ifjeate be executed r 


( 


nsit permit. Then please 
|, cremation, or removal, and in any event, within 72 hours after death. 


gned by the attending’ 


ATTENDING PHYSICIAN: The law requires that the death 
be retained by the hospital or attending physician. 
RE! 


‘CTOR: Alter this certificate has been si 


director, page 3 should be detached for use as the burial-tra 


be filed with the State Dept. of Health prior to burial, 


TO HOSPITAJ 
death. Page i 
TO FUNERAL 


VR AIS (4) 
15M 7/61 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
CERTIFICATE OF DEATH 


le aa t OF DEATH 2, USUAL RESIDENCE (Where deceased lived, If inslitution, Residence before edmission) 
2 
Allegany Renan |e Mesytand > <O°ORnie gana: 


b. CITY OR TOWN [if outside corporate limits, ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporate limits, write RURAL end give neeras! town) 
writa RURAL and give nearest town) 
Cumberland 1 Year Cumberland 21 
d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, giva strec? eddress) d. STREET ADDRESS a. iS OSE 
ON A FAI 


_ 32k West ist Street 322 W. ist St 


“3. NAME OF First “Middle Last ys ‘DATE Lea jMenth Day Yaar 
a DECEASED 
{Type or print} George S. Cox DEATH February 8, 19 67 
5. SEX "16, COLOR OR RACE 8. DATE OF BIRTH ~_]9. AGE (In yoags |IF UNDER 1 YEAR| IF UNDER 24 HRS, 
; 7. MARRIED [X] NEVER MARRIED [_] meer! oi a 
Male White | wow] ovorco[]| April 25, 1897 3" 


‘Wa. USUAL OCCUPATION (Give kind of work JOb, KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE ‘Gants & State, or toreign country) | 12. CITIZEN OF WHAT COUNTRY? 
done during most of working life, aven if retired) 
Ret. Dective Atlanta, Georgia [a WEA 


13. FATHER'S NAME "| 14. MOTHER'S MAIDEN NAME 


Florence Perry 


George W. Cox 


1S. WAS DECEASED EVER IN U.S. ARMED Pomel 16. SOCIAL SECURITY NO.| 17. INFORMANT _ Address >] or 

{¥as, no, of unkown) es oer ag 324 We. 1 oe « St. 
Yes_ We | 265-01 ~7388 Mrs Inez Bohrer Cox, Cumberland 
“IB. CAUSE OF DEATH [Enter only ona cause par line for le), (b), and (c).] ea BETWEEN 


PART |. DEATH WAS CAUSED BY: ea TA ip Batlle a 
IMMEDIATE CAUSE (2) Z c Cororeptey Dire prcbeo 
4. DUE TO 
Conditions, if any, at ——— 20. Le Sao . 2 pa 


ava rise fo immediate cause + | 
le), stoting the undertying f DUE TO | 
causa last. 


() ee ae ” 2 goaling* _- _ 
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART j(a)| 19. WAS AUTOPSY 


z 
2 PERFORMED? 
S ves [] no [] 
& [ 20s. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURED. (Enlar natura of injury In Pat | or Pert Il of item 18.) = 
& | OR CONTRIBUTING (] CAUSE OF DEATH 
© | UF EITHER, NOTIFY MEDICAL EXAMINER) 
% |[20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 2s. PLACE OF INJURY (Home, farm, + 201. (City or town) (County) (Stete) 
6 Hour a.m. While No! While factory, street, office bidg., atc.) | 
2 pant 19 at work [_] et work i 

21. | certify that (I) (this hospitg!) attended the deceased from. Pee poke &., 196. {that (1) (we) last 


saw the deceased elive on,, r LE. 9M: 2, end that death occured ef... | from the causes and on fhe date stated above, 


goa ATTENDING MED, STAFF az AES Sone 
CL a mp. | PHYS. JRL tector O prvs. TP j-— 
22c. PHYSICIAN'S 22d. ADDRESS 236 Vae Ave, 
Sr Clays a MD CN neary) 
---....-.-Gumberland, Marylan ee 
Tis, BURIAL, CREMATION | 238. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY Tid. LOCATION (City, town of county} {(Steta) 


REMOVAL (Specify) 

ry /10/1967_ |Woodrow Cem, Paw Paw, West Le ae 
TYRE ADDRESS We Var h2se. Rec’ By REGISTRAR | 25b. aa) 'S SIGNATUR} 
oa time FEB 14 Wer peor 


on/ Funeral Homes, Berkeley Spgs. 


FOR STATE 
HEALTH DEPT 
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lond2 with the State Department af 


Item 18. Give Pages 1, 2, and 3 ta 
s Office olong with form PM3. Poge 


in pel 
E 


Poge 3 should be used as o burial-transit permit. Fite 


Health or its designoted agent, prior to buriol, cremation, ar removal, ond in any event within 72 hours ofter death 


the funerol director. Poge 4 should be farworded to the Chief Medical 


5 may be retoined for your files. 


necessary, pleose execute the certificote, writing the word “pending” 
TO FUNERAL DIRECTOR 


Lo 
VR AISME (5) 
6M 1/66 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


01550 MEDICAL EXAMINER'S CERTIFICATE OF DEATH 91547 
re odmission) 


7, PLACE OF DEATH T USUAL RESIDENCE [Where deceased lived, inshitulion: 
COUNTY STATE » COUNTY 
‘i Allegany wabiAND : Maryland Allegany 


b. CHY og ron (If outside corporote ts, c. LENGTH OF STAY IN 1b c CITY OR TOWN {If autside carparate limits, write RURAL ond give neorest town) 
write ond give nearest town) 
Cibertand 62 years Cumberland y 


d. NAME OF HOSPITAL OR INSTITUTION (If not in hospitol, give street oddress) d, STREET ADDRESS ©. 1S RESIDENCE 


? 
D. O. A. Memorial Hospital 456 Baltimore Ave. ws CP NOT 


7 NAME OF First Middle Tost 4. DATE Month Doy Year 
DECEASED s F 
(Type or print) Leroy Franklin Crawford| flan Feb. 3 19 67 
S. SEX 6. COLOR OR RACE 7. MARRIED: oO NEVER MARRIED (e} 8. DATE OF BIRTH 9. AGE ( yeors IFUNDER | YEAR| JF UNDER 24 HRS. 


Male White wow T overceto | = June 16,1905] 61" 


10q. USUAL OCCUPATION (ove kind of work done 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (Stote or foreign country) 12 CITIZEN OF WHAT 


during most of wogking life, even if retired INDUSTRY COUNTRY 2 
Hooter elf Employed Cumberland, Md. USA 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 


David Crawford Mary Albright 


1S, WAS DECEASED iii IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO, 17, INFORMANT Address Sister 


(Yes, no, or unknown) |(If yes give wor or dotes of service} 7 
yes ar Mrs. Helen Mc Kinley ,Cumberland ,Md. 


18. CAUSE OF DEATH (Enter only one couse per line for (0), (b), ond (¢).) Ire Beer 
PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0) Acute Cardiac Failure fiours* 
A DUE TO 


Conditions, if ony, which gove Myxoma of Left Auricle 
nse to immediote couse (0), 
stoting the underlying couse 
last. peat eT 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(0) 19. Was AUTOESY 


YesXX No C] 


200. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | or Port It of item 18.) 
PRIMARY LJ or CONTRIBUTING C1 
CAUSE OF DEATH 
20c. TIME OF INJURY Month, Doy, Yeor 20d, INJURY OCCURRED We. PLACE OF INJURY (Home, form, | 20%. (city or town) (County) (Store) 
Hour om While Not While foctory, street, office bldg, etc.) 
m 19 otwork Ll ot work 


MEDICAL CERTIFICATION 


21. I certify thot | took chorge of the remains described above, held on Autapsy [X, Inspectian 7], Inquiry ond in my apinian 


deoth resulted fram: Natural causes Accident [_], Suicide [], Homicide [_], Undetermined monner [_] 
: CHIEF mepicat EXAMINER [[] 


; var 
SORATURE £5 cece f; Ste Hak te mp, ASSISTANT MEDICAL EXAMINER [] 22: OME SSNED 


EXAMINER'S DEPUTY MEDICAL EXAMINER 
NAME (Type) Benedict Skitarelic, M.D. piconet ey bruar 1907 


230. BURIAL, eea IO 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City or Town) (County) (Stote) 
EMOVAL (Speci 
BEnOvaL Sapet) Feb .6,1967 ‘ Cumberland ,Md.Alle 


+ 24. FUNERAL DIRECTOR ADDRESS 250. REC'D BY REGISTRAR ‘2Sb. REGISTRAR'S SIGNATURE 


James F. Scarpelli, Cumberland, Ma. 
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led with the Stote Dept. of Heolth prior to buriol, crematian, or removal, ond in any event, 
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je 3 should be detached for use as the bi 


ft 


Poge 4 moy be retoined by the hospitol or ottending physicion. 
should be fi 


> TO FUNERAL DIRECTOR: After this certificote hos been si 


TO HOSPITAL OR ATTENDING PHYSICIAN 
directar, pa 


0155t 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


CERTIFICATE OF DEATH 01548 


|. PLACE OF DEATH 


2. USUAL RESIDENCE (Where deceosed lived, if institution: Residence before admission) —/ 


0, COUNTY a, STATE b. COUNTY 
Allegany MARYLAND Maryland Alle 
b. CITY OR TOWN (If outside corparate limits, c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If autside corporote limits, write RURAL and give nearest tawn) 
write RURAL and give neorest town) 
Frostburg 4 Days 


d. NAME OF HOSPITAL OR INSTITUTION (If nat 


in hospital, give street address) 


e. IS RESIDENCI 
ON_A FARM? 


Miners Hospital ves [] No 
3. NAME OF First Middle Last 4 ore Month Day Year 
Ne or print) David Crum tian Februa 
ees eee TAPERED, neree MASKED O BUREN % Et (r Hoy) Months Days Hours Min. 
Male White wioowed [7] pivorced [J| November 20 989 is. 


100. USUAL OCCUPATION (Give kind af wark done 


dung most at rking life, ceiver relies) 
oyee~ Ke 


10b. KIND OF BUSINESS OR 


11. BIRTHPLACE tain BSc} gt country) 12. CITIZEN OF WHAT 
WORRY COUNTRY? 
S. Tire Company | Allegany Co M 


13. FATHER'S NAME 


George C. Margaret Brode 
1S. WAS DECEASED EVER IN U.S. ARMED FORCES? A 17. INFORMANT Address Box 221 
em ocuniros) I aggre eo dees of sve 
es a Mrs. Belva Crump Mt Savage, Md 


14. MOTHER'S MAIDEN NAME 


18. CAUSE OF DEATH (Enter anly ane cause per lin 


PART |. DEATH WAS CAUSED BY: 


IMMEDIATE CAUSE (a) 
DUE TO 
Conditions, if any, which gave (b) 


DUE TO 


tise ta immediate cause (a), 
stating the underlying couse 
last. sag / tc 
Pag d 


) 


ERE BETWEEN 
i3 DEATH 


‘2a. ACCIDENT WAS UNDERLYING C) 
OR CONTRIBUTING C2. CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year 
Hour a.m. 


MEDICAL CERTIFICATION 


While “ih ¢ 
at wark O a oO 


PART Hl, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART (a) 19. WAS AUTOPSY 
T 
Mannie fae neal te ves L] NO BR 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Part Il af item 1B.) 


‘20d. INJURY OCCU! ‘2%e. PLACE OF INJURY (Home, farm, 20f. (City or town) (County) (State) 
factory, street, affice bldg., etc.) 


2.4 ah that (I) (this haspital) attended Be cea fram 


saw the deceased alive on. 


PHYSICIAN'S 
NAME (Type) 


Ta. SIGNATURE Oe =- Moko 8\ 


the 


230. BURIAL, CREMATION, 23b. DATE THEREOF 
Bega) 2/25/67 


‘24. FUNERAL DIRECTOR 


H. Lee Silcox Cumberland Maryland 21502 


ADDRESS 


and that death accurred at_/ 2M, fram causes ond an the date stated abave. 


MD. PHYS. 


23c. NAME OF CEMETERY OR CREMATORY 
Mt Savage Methodist Cem 


Ltd , 19 10___e< , 19.2, that (1) (we) last 


STAFF 


ATTENDING 
4] PHYS. 


MED. 
oirector CI 


22d. ADDRESS 
a 


rin: 6; es 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


' CERTIFICATE OF DEATH 
T. PLACE OF DEATH 7 USUAL RESIDENCE (Where deceosed lived, if institution: Residence before admission) 


oY ALLEGANY mevaro |” “MARYLAND » CUNY AL LEGANY 
b. pa TOWN (if pine ee ms: c. LENGTH OF STAY IN ib c. CITY OR TOWN {If autside carparate limits, write RURAL ond give neorest town) 
CUMBERLAND 2 HRS, BOWLING GREEN, CUMBERLAND is 


d. NAME OF HOSPITAL OR INSTITUTION (If not in hospitol, give street oddress) ¢. STREET ADDRESS GR ESA @ cn i peal 


MEMORIAL HOSPITAL (40 Geese DRIVE ves CJ xo 
3. NAME OF First Middle Lost 4. DATE Month Doy Year 


ECEASED fx OF 
fem LAD A CURRENCE| bamFEBRUARY 7 __» ‘67 
Ss. SEX 6. COLOR OR 7. MARRIED NEVER MARRIED ef 8. DATE OF BIRTH 9. AGE i yeors JF UNDER 24 HRS. 


MALE | WHITE | woowo [)  onorm [| 2-767 2" are, [6tb | | | 


1Oo. USUAL OCCUPATION ree kind of work done i KIND OF BUSINESS OR 11. BIRTHPLACE (County & State, ar fareign cauntry) 12. CITIZEN OF WHAT 


during mast af warking life, even if retired) INDUSTRY CUMBERLAN D, MD Ges i A. 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
WILLIAM W, CURRENCE ROBINETTE, JANET M, 


1, NASDEEASD ii US ARMED FORCES? ] 16: SOGAL SECURTY WO. V- INFORMANT Address 
es, N10, OF UNKNOWN yes give wor or dotes af service) 
MEMORIAL HOSPITAL, CUMBERLAND, MD 
Ms gv + ° 
5 


18. CAUSE OF DEATH (Enter only one couse per line for (0), oH 0), a INTERVAL BEIWEEN 


PART |. DEATH WAS CAUSED BY. ? ONSET AND DEATH 
inner Cause () WWE OMA vA 


l, ww ‘ 
‘ DUE TO ‘, 
Conditions, if ony, which gove () A yn A ) ha ' gs 


rise to immediote couse (0), 
stoting the underlying cause Bes 
i a ao Q 


PART I OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o) 19. WAS AUTOPSY 
} Te ly | yes (_] NO Bey 
200. ACCIDENT WAS UNDERLYING C1 20. DESCRIBE HOW INJURY OCCURRED. (Enter noture af injury in Port | or Port Il of item 18.) 
OR CONTRIBUTING Cl CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Year 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, form, 20f. (City ar town) (County) (Stote) 
Hour a.m. While Not While foctary, street, office bldg,, etc.) 
otwork ot work 


21. | certify that (1) (this hospital) ottended the deceosed from___.___-_—_, 196s ko , 19__, thot (1) (we) last 
saw the deceased oli’ ont 19____, and that deoth occurred at M, from causes ond on the dote stoted obove. 


220. SIGNATURE [/ ATTENDING MED. aire 22b. DATE SIGNED 
\ AVA Dax i mo. pays. A mmecton C) pws. CO] 2-97-47 
Hic, PAYSICIANS AN US 726. ADDRESS 
Mawes DR, SREB des CUMBERUND, MD. 
To. am car Tab, DATE THEREOF 7c. NAME OF CEMETERY OR CREMATORY Td. LOCATION (City or Town) (County) (State) 
pe o-/0-¢F Memorial Hospital Cumberland, Al Legany. Marylan 


24. FUNERAL DIRECTOR] DRESS 250. RECD BY REGISTRAR 2Sb. REGISTRAR'S SIGNATURE, py 

> G y GLa pl tg ee 
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papers. Pages | and 


within 72 haurs ofter deg 


please remave carban 


‘ar remaval, and in any event, 


: ih physician and campletely filled in by the funeral 
. Then 


, cremate 
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physician. 


MEDICAL CERTIFICATION 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low re: 


director, page 3 shautd be detached far use as the burial-trans 


Page 4 may be retained by the haspital ar attending 
TO FUNERAL DIRECTOR: After this certificate has been signed by t¥e 
shauld be fed with the State Dept. af Health priar ta burial 


7 


within 72 haurs after death. 


etely filled in by the funeral 
‘arban papers. Pages | and 2- 


yovent, 


1, andin 


hen please 


-transit permit. T 


The law requires that the death certificate be executed within 24 hours after death. 


Page 4 may be retained by the haspital ar attending physician. 


TO FUNERAL DIRECTOR: 


: After this certificate has been signed by the attending physician ai 


shauld be fied with the State Dept. af Health priar ta burial, crematian, ar remava: 


directar, page 3 should be detached for use as the buri 


TO HOSPIT*' OR ATTENDING PHYSICIAN 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


01553 CERTIFICATE OF DEATH 
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived, if institution: Residence before odmission) 
o. COUNTY o. STATE b. COUNTY 
Allegany MARYLAND Maryland Allegany 
b. CITY OR TOWN (If autside corporote limits, . LENGTH OF STAY IN 1b «. CITY OR TOWN (If outside corporote limits, write RURAL ond give neorest ea 
write RURAL and give rest lawn 
Cumberland 3 months Cumberland Cle 
d. NAME OF HOSPITAL OR INSTITUTION (If not in hospitol, give street oddress) d. STREET ADDRESS ¢. S REIDENCE 
Sylvan Retreat 18 W. First Street ves [J No 
3. NAME OF First Middle lost 4, DATE Month Doy Year 
ee OF 
Type or print) Inez Dawson DEATH Feb. 20 9 67 
5. SEX 6. COLOR OR RACE | 7, MARRIED [7] NEVER MARRIED [—]| 8 DATE OF BIRTH %. GE = (h vyeors | IFUNDER 1 YEAR| IF UNDER 24 HRS. 
e nee Doys Min. 
Female} White WIDOWED ovoreo C]| 4/22/72 84 
Oo, USUAL OCCUPATION Ane kind of work done 10b. ND OF BUSINESS OR 11. BIRTHPLACE (County & Stote, or foreign or 12. ize of WHAT 
luring mast of working life, ee if retire USJR) ~ 
"Régistered Nurse Nelt Employed Grafton, W. Va. +SeAe 
13 TE 14, MOTHER'S MAIDEN NAME 
A. He (Art) Kelly Susan Keister 
TS, WAS DECEASED EVER INU.S. ARMED FORCES? T6. SOCIAL SECURITY NO. 17, INFORMANT Address 
(Yes, no, or unknown) |(If yes give wor or dotes of service} e; Granddaughter 
no Mrs. Nina Straser, New Carrollton,Md. 
18. CAUSE OF DEATH (Enter only one couse per-line for (0), ty ‘ond MF ae INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: Cha, a“; y halal Upp PNET AND DEATH 
/ IMMEDIATE CAUSE (0} er beld, Oi ltd bn £¢ re, 2 
Steve cea Geevesg yA 
Conditions, if ony, which gove (b) = f ° 
tisa to immediote couse (0), El ae || a 7 
stoting the underlying couse DUE TO CLP Li Lek p x ey 7 
lost. Re: Seceo fe D K pute 
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 10 DEATH BUT NOT RELATED 10 THE TERMINAL DISEASP CONDITION GIVEN IN PART (o) SAU ea 
yes) No (] 


‘200. ACCIDENT WAS UNDERLYING [3 ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
OR CONTRIBUTING CJ CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME, OF INJURY Month, Doy, Yeor 20d. INJURY OCCURRED We. PLACE OF INJURY (Home, form, | 208 (City or town) (County) {Stote) 
Hour o.m. While Not While foctory, street, office bldg., etc.) 
p.m, 9 otwork LI otwork CI 
21. | certify thot (I) (this hospitol ottended the decegsed from__NOVe 19.66 CDe , 19.24, thot (I} (we) lost 
sowsthe deceosed olive on___€D» 19 _19_Y ond thot deoth occurred ot__ rey oh couses et on the dote stoted obove. 


ATTENDING 2b. DATE SIGNED 
PHYS. O 


22d. ADDRESS 


: 
Te. BURL CREMATION, 23. DATE THEREOF Tic. WAME OF CEMETERY OR CREMATORY 72d, LOCATION (City or Town) (County) __(Stote) 
BEI” | Feb.22,1967 | Rockwood Cemete Rockwood, Pa 
mag EY oreo ADDRESS 250. REC'D BY REGISTRAR b. REGISTRAR’S SIGNATURE 
ame i y 
s F, Searpelli, Cumberland ,M mir EB 23 196% Corton Yury 


MEDICAL CERTIFICATION 


oO 


bieecror (pave 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


01554 CERTIFICATE OF DEATH 


. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived, if institution: Residence befare admission) 
0. COUNTY a. STATE b. COUNTY 


ALLEGANY MARYLAND MARYLAND ALLEGANY 


b. CITY OR TOWN (If autside carparate limits, . LENGTH OF STAY IN ¥b CITY OR TOWN (If autside corporate limits, write RURAL ond give neorest town) 


write RURAL ond give nearest tawn) 
CUMBER 3 DAYS CUMBERLAND 


a. NAME OF HOSPITAL OR INSTITUTION (If nat in haspital, give street address) STREET ADDRESS oe 1 DEE — 
ORIAL HOSPITAL 1109 VIRGINIA AVE ves CL] xo 


- WARE OF First Middle Lost 4. Date Manth Day 
(Type ar print) ibe ATELHA IR peaH FEBRUARY 3&8 


. SEX 6. COLOR OR RACE 7, MARRIED is] NEVER MARRIED [_] | B. DATE OF BIRTH 9. AGE te ears 


A wiowen [] pivorceo 8-25-1888 | fo 


r id 
Ihe USUAL SoC ete Lit of wark done 10b. AO ea OR 11. BIRTHPLACE (Caunty & Stote, or foreign country) 12. peor WHAT 
uri tof working life, even if retired) NDUSTRY, 
pea iehreriys Municipal MARYLAND-cumBerLanp| ‘UT"S, A, 


13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 


JOSEPH DEATELHAUSER JENNIE VALENTINE 
15. WASDECASEDEVEEINUS ARMED FORCES [16 SOQAL SECURITY WO. 17. WFORMANT wddress 
atone: MEMORIAL HOSPITAL, MEMORIAL AVE. 


1B. CAUSE OF DEATH (Enter anly ane cause per line for (a), (b), and (¢).) INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: / ‘ 
i IMMEDIATE CAUSE (a) Te 


a 


the funeral 
‘ages | and 


b 


led in b 
papers. 


Ss 


and in any event, 


Within 72 haurs after death 


lease remave c 


physician and complet 


then 


DUE TO ; 
Conditions, if any, which gave Lc fls we (Oe 7 


tise to immediate cause (0), 


stoting the underlying cause aa Ye We, Ox 2 
pcb ale Bl sh B 4 = 


last. 


PART |i. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a) 19. na ae 


ves L] NO ACT 


, crematian, ar remava 


igned by the attendin 


200. ACCIDENT WAS UNDERLYING C) 20. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port 4 or Part I! of item 18.) 
OR CONTRIBUTING C] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, form, | 20f. (city or town) - (County) Grate) 
Hour a.m. While Nat While foctory, street, affice bldg,, etc.) 
21. I certify that (I) (this haspital) attended the deceased fram a7 149 16 ae ft], 192! that (I) (we) last 
saw the deceased alive an. 2414 1947, and that death accurred at * "Mm, fram causes and an the date stated abave. 
220. SIGNATURE 22b. DATE SIGNED 
Piinecere—— nn OO oe epee fe 
22. PHYSICIAN'S 22d. ADDRESS 
mio DR. S. _G. WEISMAN CUMBERLAND, MD. 
730. BURIAL, CREMATION, 2b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City ar Town) (County) (State) 
Buyer) = Feb.22,1967 | Davis Memorial Park Cumberland ,Ma.Allegan 


24, FUNERAL DIRECTOR ADDRESS Bo. RECD BY REGISTRAR | Sb. REGISTRAR'S SIGNATURE 
James F. Scarpelli, Cumberland Md. oFEB 24 196 harley 


MEDICAL CERTIFICATION 


page 3 shauld be detached far use as the burial-transit permit. 
filed with the State Dept. af Health priar ta burial 


e 


directar, 
shauld b 
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Page 4 may be retained by the haspital ar attending physician. 


TO FUNERAL DIRECTOR: After this certificate has been si 


35 
=> 
oa 
a 


is 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


and in any event, 


ding asian and completely filled in by the funera 


it. Then 


igned by ¥ 


The law requires that the death certificate be executed within 24 haurs after death 
e 3 should be detached for use as the burial-tran' 


Page 4 may be retained by the haspital or ottending physician. 
After this certificate has been si 


d with the State Dept. af Health priar to burial, crematiGn, or remavo 


ie 


shauld be fi 


TO HOSPITAL OR ATTENDING PHYSICIAN: 
directar, pa 


TO FUNERAL DIRECTOR: 


< 
S 
> 
a 
= 


S. SEX 6, COLOR OR RACE | 7. MARRIED [_] NEVER MARRIED []] 3. DATE.DF BIRTH, % Gt fin years LTEUNDER YEAR {FUNDER 24 HRS. 
iN}, 4 an 86 [f birthdar Manths | Days [ Hours ] Min. 
Male White wiowed [&] pivorceo [J 3s, 2 3 i ss 


10a. USUAL SEAT Give kind af wark dane 10b. KIND OF BUSINESS OR 11, BIRTHPLACE (County & State, ar fareign country) 12. CITIZEN ied WHAT 
during mast pt warking life, even if retired USTRY COMRIRY ? 
uringgpost pf working ) HpuRY Road Maryland PR 


91555 CERTIFICATE OF DEATH 
RES 
25 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, if institution: mad mS ey 
5 a. COUNTY a. STATE b. COUNTY 
Ss : Allegany Mieiie Maryland Allegany 
as ECON ORTON (feud carpe is © LENGTH OF STAY IN Tb |f c CY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
Su il jive nearest town , 
as LOHR OALHe 2 yra. Weaternport AB 
ee NAME OF HOSPITAL OR INSTITUTION (If nat in hospitel, give street address) © STREET ADDRESS = SEE 
ES Kyle Nursing Home 102 Main St, ves (] no BI 
= 
ss 5 NAME OF Wallien™ Middle Tost a. DATE Manth Day Year 
OF 
= eee a Oscar Droege path Febs 4 967 
3 
g 
3 
£ 
© 
3 
& 


13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Osch2_ Oe Droege Rosa Rust 
i, WAS DECEASED EVERINUS ARMED FORCES? 13 Sar SRY OT 17 INFORMANT ‘Address 
te: 
sya, or unknawn) \ yes give war ar dates af service 705 O5 5289 Otto roeege Oumberlend, Ma.. 
1B. CAUSE OF DEATH (Enter only ane cause per lige far (a), (b), and («)) ay = TNTERVAL BETWEEN 
PART J. DEATH WAS CAUSED BY: ONSET AND DEATH 
’ IMMEDIATE CAUSE (a) ea 
HOI DUE TO Zi 
Canditians, if any, which gave () 
tise ta immediate cause (a), DUE TO 
stating the underlying cause 
ests 3) 
= | PART IL OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a) 19. WAS AUTOPSY 
& yes [_] NO 
=: | 20a, ACCIDENT WAS UNDERLYING C1] ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Port | ar Part {1 af item 1B.) 
& | OR CONTRIBUTING CJ CAUSE OF DEATH 
| (IF EITHER, NOTIFY MEDICAL EXAMINER) 
S [20c. TIME OF INJURY Manth, Day, Year 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, form, | 20% (City or fawn) (County) (State) 
€ Hour a.m. While Not While factory, street, affice bldg,, etc.) 
mM. 1 at wark at wark 
21. | certify that (I) (this hgspital) attended the deceased fram, 9 to 19.67 that (1) (we) last 
saw the deceased alive an_yeo ~2— > S 196 7 and that deoth accurred at M, fram causes and an the date stated abave. 
20. SIGNATURE 2b. DATE SIGNED 
MED. STAFF 
SS MI oirecror OF ps Of] 2+ 
2c. PHYSICIAN'S A 22d. ADDRESS. 
NAME(Type) Leslie R,.Miles Lonaconing, Md, 
23a. BURIAL, eae 23. DATE THEREOF 23¢. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City or Town) (County) (State) 
i} 
BRYA Kr 2/7/67 Oakland, Gen Oakland Garrett Ma 
24, FUNERAL DIRECTOR ‘ ADDRESS 250. RECD BY REGISTRAR 25b, REGISTRARS SIGNATURE” ( 
£ A Amd By age 
Be ; an, esternport, Mde | pup FEB 9 ‘G67 aa 


ge MARYLAND STATE DEPARTMENT OF HEALTH 
_ Division of SHRTISTICAL REREARCH AN, RECORDS 201 W. EEN STREET, BALTIMORE, MARYLAND 21201 


a/ti 

01556 CERTIFICATE OF DEATH 3 
ae 
3 ez 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, if institution: Residence befare admissian) 
3 2c 0. COUNTY 0, STATE b. COUNTY 
5 S58 ALLEGANY MARYLAND MARYLAND ALLEGANY 
Tel ce. 3s b. CITY OR TOWN (If autside corparate limits, c. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside carporote limits, write RURAL and give nearest tawn) 
ie Ses write RURAL and give nearest town} . 
Sm JBERLAND 32 DAYS BARTON Ais} 

a = & a d. NAME OF HOSPITAL OR INSTITUTION (If nat in haspital, give street address) d. STREET ADDRESS e i 5 eee 
x g ? 
2a ee 5 ao MBFRIAND MEMORIA ves [0 €]) 
eee 3. NAME OF First Middle Last 4. DATE Month Day Year 
= 3s: ECEASED 
= $32 ipo” it KATHLEEN DYE Sam FEBRUARY 5 67 
= o 3 = S$. SEX &. COLOR OR RACE 7, MARRIED Oo NEVER MARRIED im 8. DATE OF BIRTH AGE (In years IFUNDER | YEAR_| IF UNDER 24 HRS. 
2 3 es = 5 ithgay) [Manths | Doys | Hours | Min. 
g S22 FEMALE| WHITE | wow [j  oworeo C]] 1-24-1917 Ayn 
oa 727 oa 
@ 5 fe the USUAL PEENT On Give a of eat done 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (County & State, or foreign cauntry) 12. ee vr WHAT 
2 a luring most. 1g life, even if retires INDUSTRY OWNTRY ? 

2 §22 Aste : BARTON, MD. WS ae 
2 gas 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
E\ Weusys, ; 
S Ja AN D 5 ELLA FOUTZ 
g x é 
= 5, 2 1S. WAS DECEASED EVER IN U.S. ARMED FORCES? 16, SOCIAL SECURITY NO. 17, INFORMANT Address 
e- Bee (Yes,na, or unknown) |(If yes give wor or dates of service 
8 SES pst) : 
es €5¢ MEMORIAL HOSPITAL, CUMB, MD. 
= ee Se 18. CAUSE OF DEATH (Enter only one cause per line far. (a), (b), ) INTERVAL BETWEEN 
PSs eS PART I. H WAS CAUSED BY: oe 0 
Bessé PART OATH WAS MEDIATE CAUSE (0) YULAbHErG Nitestte AJ => — 
Sees 110K DUE TO 
yi2oeS 
2s 209 Conditians, if any, which gave 
s2S555 ane, any (b) 
owe > tise to immediote couse (0). 
se . 
= 2 ees price the underlying cause tl i 
£ = i c 
S2278 = = 
@ s 2 os = | PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a} 19. WAS AUTOPSY 
Zsfee 2/8 ana Ras 
g552)-S Ss 
2s ss © | 20a. ACCIDENT WAS UNDERLYING ‘20d, DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | ar Port {1 af item 18.) 
oma. se & N NI 
S = tee & OR CONTRIBUTING C) CAUSE OF DEATH 
sg SS 2 | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
Sous = S [20c. TIME OF INJURY Month, Day, Year ‘20d. INJURY OCCURRED ‘We. PLACE OF INJURY (Home, farm, 20f. (City or tawn) (County) (State) 
= 2 3 2 2 Hour o.m. ; While Not While foctory, street, affice bldg. etc.) a 
Z>5o08 atwork LJ at wark = r 
a7 426 21. | certify that (I) (this haspital) atjended the deceased fram_—_] My! , 1, that (1) (we) last 
eS ea. A ° Mt 

r) Heese saw/fhd deceased alive an 19. , and that\death accurged at , trom caysaégnd on the date stated abave. 
esses NATUR wae 
<$o5e ; r ey \4 

= = AY CALO— ATTENDING 2g MED. stée | 
Sees At MD. PHYS, ~=tek—oirecror CO py, 2A G 
2>58= Te. PHYSICIAN'S 26. ADDRES WZ 
Seg -3 | AME(Type) ==DR. S. G, WEISMAN 59 GREENE ST. 
woz 

$ 2 = 32 ‘20. BURIAL, CREMATION, ‘23b, DATE THEREOF ‘23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City or Town) (County) (Stote) 
of oes f REBOUASeetY) 2/8/67 Laurel Hill Moscow Mills Md. 
- - - 

VRAIS (44. 7 

20 M 166 


ea 


24. FUNERAL OIRECTOR @ yj: / Ww 4, ek Ma 2Sa. REC'D BY REGISTRAR ‘2b. REGISTRAR'S SIGNATURE 
2 f ty esternpor 5 4 
Za CGY pia Ug ote FER TD 40 GObirehg, Vesa 
(eS , 


within 72 haurs after death. 


pletely filled in by the funeral 
carban papers. Pages | and 2 


ee and com 
lease reffove, 
andi ony nt, 


[ 


permit. Then 


igned by the attending phys 
jal-transit 
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e 3 should be detached far use as the bi 


hauld be filed with the State Dept. of Health priar to burial, cremation, or remava 


Page 4 may be retoined by the haspital ar attending physician. 


TO FUNERAL DIRECTOR: After this certificate has been si 


director, pa 


TO HOSPITAL OR ATTENDING PHYSICIAN 
S| 


15 (4) 


2 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF VITAL RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


CERTIFICATE OF DEATH 


2. USUAL RESIDENCE {Where deceosed lived, if institution: Residence befare admission) 
a. STATE b. COUNTY 
MARYLAND Md. Allegany 
b. CY oF pany (If outside corporote limits, « LENGTH OF STAY IN Ib . CITY OR TOWN (If outside corporote limits, write RURAL and give nearest town) 
tt 
weGoste” FLEE 10 Yrs McGoole -rural / 


c 7 
NAME OF HDSPITAL OR INSTITUTION {If not in haspital, give street address) @. STREET ADDRESS RESIDENCE 
OWA FARN? 
R.D. 1Westernport R.D. 1 Westernport ves [] no [X] 


2: NAME OF Middle Lost 4, DATE 
(Type or print) Kenneth Clark Fisher Sau 
6. COLDR OR RACE 7. MARRIED &) NEVER MARRIED. (Ea B. DATE OF BIRTH 9. AGE (In years 
‘ isthdoy) 
White wioowed ([] pivorceo []| April 24, 1914 Ys. 
iM USUAL OCCUPATION (Give ud std 10b. KIND OF BUSINESS OR 11. BIRTHPLACE {County & State, ar foreign country) 12. ey Mas WHAT 
aS alla tie . Y 
oReeeareH seer feted) Pale’ Ma Allegany, Md.. Wea. 
13. saan NAME 14. MOTHER'S MAIDEN NAME 
Edwin Fisher Edith Olerk 
15. WAS DECEASED mt INUS. ARMED FORCES? 16. SOCIAL SECURITY NO. | 17. INFORMANT ‘Address 


(es, po,or unknawn) |(If yes give war or dates of service] 2 17-05.0421 Madeline Fisher-R.D, L, We sternport, Md. 


18. CAUSE OF DEATH (Enter anly one couse per line for (a), (b), and {¢).} F INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: 4 ONSET AND DESTH 
IMMEDIATE CAUSE {a) 
/ DUE TO 
Conditions, if ony, which gave ) 
rise ta immediate cause (a), 
stating the underlying cause DUE TO 
() 


IGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{a) | 19. WAS AUTOPSY 


PERFORMED? 


yes] no 1) 


20a. ACCIDENT WAS UNDERLYING C1 20b. DESARIBEMOW INJURY DCCURRED. (Enter nature of injury in Port | or Port II of item 18.) 
OR CONTRIBUTING CI) CAUSE OF DEATH 
{IF EITHER, NDTIFY MEDICAL EXAMINER) 


20. THE, OF INJURY Month, Day, Yeor 20d. INJURY OCCURRED ‘MWe. PLACE OF INJURY (Home, form, | 20f. (City ar town) (Gounty) (tote) 
Hour a.m. vile a fea Nat While foctory, street, affice bldg., etc.) 
9 atwork L) ot work C) 


2.1 ane thot (I) (this hospitol) ottended the deceosed from ae a as 19___, thot (I) (we) lost 
saw the deceased olive on__2=-20-6 7__19__, and that deoth occurred ot7,32 _M, from causes ond on the dote stoted obove. 
220. SIGNATURE : a) Paras a a 2b. DATE SIGNED 
y pis. PA peer O pe OO] 2-2/67 
2c. PHYSICIA . 22d. ADDRESS 
NAME (Type) William W. Lesh | Westernport, Md. 


MEDICAL CERTIFICATION 


%Bo. BURIAL, CREMATION, ‘23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY ie LOCATION (City or Town) (County) (Stote) 


Va (Speci - 
Baa see) 2/24/ 67 _/ St. Peters West Md, 
74, FUNERAL DIRECTOR 5 ADDRESS Wo. RECD BY REGISTRAR * REGISTRARS SIGHATURE 


St {__Westernport, Ma. ___oFEB 2.3 an a 


— 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


FOR te. 01558 MEDICAL EXAMINER'S CERTIFICATE OF DEATH 015 tr 


PALTH DEPT. 7 PLACE OF DEATH | 2. USUAL RESIDENCE (Whe 


eased livad, If Instituilon: Residence before ientties) 


Soe oo #. STATE b. COUNTY 
ee FA 2 MARYLAND || MARYLAND ALLEGANY 
oes porate limits, c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporate limits, write RURAL end give nearest iown} 
¥S5 2 writs RURAL and give nearast town) | 
eg¢gote 
wf>Se CUMBERLAND = LIFE | CUMBERLAND rE. p Ge 
>~o 6 a $ 5 TAL OR INSTITUTION (if not in hospital, give streal address) || d. STREET ADDRESS je AS PSD 
= uo | 
rg | 
Mier MBMORIAL HOSPITAL | ROUTE 2 | ves [] No 9 
See ae WAME OF First Middle Last i. DATE Month y ast, =e 
eos .y DECEASED OF 
= (Type or print) ROBERT NEEL FLORA DEATH FEB. 17 19 67 
= SEX = 6. COLOR OR RACE | 7 MARRIED f{7] NEVER MARRIED 8. DATE OF BIRTH 9. AGE (In yaars (IF UNDER YEAR| IF UNDER 24 HRS, 
37 last birthdey) | Months) Days | Hours | Min. 
Ce Pee WHITE WIDOWED pivorceo [] SEPT. A,1917 49 yrs. | | | 
Sai? p ES N (Giva kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | I1. BIRTHPLACE (State or foreign country} | 12. CITIZEN OF WHAT COUNTRY? 
pe ed done during most of working fifa, even if ratired} 
raed ’ Us. 
38“%§  |_MILL ROOM WORKER TIRE INDUSTRY MARYLAND | A ; 
= ae Ds 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
x 
ee SS EDITH FLORA 
Se oe ELLIS FLORA 
& = 0 — ee 
Bg, £= 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.) 17. INFORMANT Address 
Eos {Yes, no, or unkown} | (Ifyesgivewerordatesofsarvica)) 
gefeis ‘sa . |214 O7 4927 | MARGARET FLORA, ROUTE 2, CUMBERLAND, MD. 5 
3 2 A a 18. CAUSE OF DEATH [Enter only one cause per lina for (a), (b), and (c). | atria 
efegs PART |. DEATH WAS CAUSED BY: aes 
o52 82 IMMEDIATE CAUSE (2) CEREBRAL HEMORRHAGE ___|_4 days 
fee ieee 
Saeat YY 5 X DUE TO 
8503 Conditions, if any, which (b) HYPERTENSIVE CARDIOVASCULAR DISEASE none 
Son og gava risa to immediate cause 
SEb25 (a), stating the undariying ( OVETO 
sé 23 5 cause last. i. a aa ee 
=f x $3 = 3 PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BU BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART eat a WAS AUTOPSY 
ou! ow alg 
= O-s Le} 
“os 3 | ves [] no J 
vv idied fol a ee 
= 355 3 a ©} 208. EXTERNAL CAUSE WAS | 20b. DESCRIBE HOW INJURY OCCURED. {Entar natura of injury in Pact | of Part Il of item 18.) 
geZzes & | PRIMARY [) or CONTRIBUTING [] 
Wore d O | CAUsE OF DEATH. 
woe s Sh > =  - 
= 2 2 a al 2c. TIME OF INJURY Month, Day, Year 20d, INJURY OCCURRED 200. PLACE OF INJURY (Home, farm, 1 208. (City oF town) (County) (Stata) 
5U Pe & HOuR acme While __ Not White factory, street, office bldg., etc.) | 
sia 5 2 es 9 Jat work [_] at work | 
ce iz — . iF - . woe 
abs 290 i 21, I certify that | took charge of the remains described above, held an Autopsy er Inspection xl Inquiry . and in my opinion 
55383 death resulted from: Natural causes GREK Accident fh Suicide fe Homicide lah Undetermined manner (Es 
=o? 
s a CHIEF MEDICAL EXAMINER (Bl 
za3 i J 
2a SIGNAT ow ii ae esky ASSISTANT MEDICAL EXAMINER [_] DATE SIGNED 
5 dy, SIGNATUR: M.D. 3 
$3 E as, DEPUTY MEDICAL EXAMINER JX] 
Sofi | | exammnen's 2/18/67 
e eshes ( (ee) BENEDICT SKITARELIC, M.D. RD. 9, GUNBERDADDwMDeouniy) 
ey sep rf 4 CREMATION,| 22b. DATE THEREOF | 22c. NAME OF CEMETERY OR CREMATORY | 22d. LOCATION (City, town, of country) (State) 
et REMOVAL (Specify) | 
avtor | 
gexa B im FEB. 20,1967 ZION MEMORIAL PARK CUMBERLAND, MD. 
VR AISME ¢h 23, FUNERAL DIRECTOR ADDRESS 24a. REC'D BY REGISTRAR | 24b. REGISTRAR’S SIGNATURE 
ie a BYRON KIcHT __ CUMBERLAND, MD. PEB 21 1967) fCUontas encter. 
a hae io u a 
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the funeral 
es 1 dnd 2 


‘ag 
At; within 72 haurs aftef deaths 


pletely filled in % 


ician and cam 
transit permit. Then please remave carban papers. 


d with the State Dept. af Health priar ta burial, crematian, ar remaval, and in any 


e 3 shauld be detached far use as the burial- 


te 


a 
fi 


directar, pi 
shauld be 
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MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


01559 CERTIFICATE OF DEATH Ce ae 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived, if institution: Residence before odmission) 
0 ONY ALLEGANY wenano | OSE MARYLAND buy ALLEGANY 


d. CITY DR TDWN (If outside corporote limits, | c LENGTH OF STAY IN 1b . CITY OR TOWN (If outside corporote limits, write RURAL and give neorest town) 


write COMBE BL town) 2 DA YS CUMBERL AN D, 


AND 
d. NAME OF HOSPITAL DR INSTITUTION (If not in hospitol, give street oddress) d. STREET ADDRESS OW “ ee 
MEMORIAL HOSPITAL 16's PENNSYLVANIA AVE,| Atal 


y iba al First Middle lost 4. bate Month Doy Yeor 
IN Give: or print) VIRGINIA ELIZABETH FORBECK Oa FEBRUARY II 67 
[2 SEX 6. COLOR OR RACE 7. MARRIED (l NEVER MARRIED oO B. DATE DF BIRTH 9. gy yeors TFUNDER 1 YEAR| iF UNDER 24 HRS. 


FEMALE WHITE wioowen [XY oworeo F]| 5-22-1899 bce gel Wf ig es 


100, USUAL OCCUPATION a Kind of work done ks KIND OF BUSINESS OR TT BIRTHPLACE (County & Stote, or foreign country) 12, CITIZEN OF WHAT 


inne Sabeskady Women’s Apparel MARYLAND, Cumbertand| UN'S .A, 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


JACOB BURNS MARY GAR'ER 


1S. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO. 17, INFORMANT 


gee get (If yes give wor or dotes of service) 172-07-9386D MEMORIAL HOSP] TAL -CUMBE RLAND,MD. 


1B. CAUSE OF DEATH (Enter only one couse per line for (p), (b), ond (¢).) INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: “s i) 
IMMEDIATE CAUSE (0) 
DUE TO 
Condilions, if ony, which gove (b) 
rise to immediote couse (0), a3 
stoting the underlying couse 
lest. 5 a) 
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0) 19. Er 
ves] NO [X) 


Af 


200. ACCIDENT WAS UNDERLYING [1 ‘2b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port II of item 1B.) 
OR CONTRIBUTING C) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


0c. deol INJURY Month, Doy, Yeor 20d. INJURY OCCURRED ‘2e. PLACE OF INJURY (Home, form, 20f. (City or town) (County) (Stote) 


jour om. While Not While foctory, street, office bldg., etc.) 
p.m. 9 ot work L) “otwork CL) 


2). | certify that (I) (this haspital) attended the deceased fram___7 924 _, Very 2 , rz , 19.62, that (I) (we) last 
saw the deceased alive an__ Zz —{} 19.42, and that death accurred at_?_* , for Cafses and an the date stated abave. 
No. SIGNATURE - ‘22. DATE SIGNED 


fee no, NRONS Mitre OO fie O } 
me ee, OR. We. Ps TAMES PY. CENTRE ST.,CUMBERLAND,MD. 


MEDICAL CERTIFICATION 


Bo. patie 23b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY. ‘Bd. LOCATION (City or Town) (County) (Stote) 
V Bureae 2/14/67 8S, Peter & Paul Cemetery Cumberland, Allegany, Md. 


24. FUNERAL DIRECTOR ADDRESS 250. RECD BY REGISTRAR ‘2Sb. REGISTRAR’S SIGNATURE 
Wayne George Cumberland, Md. Dale QChavhtg Weds 


Vv / 


ely filled in by the funeral 


bon papers. Poges | 


‘icion and complet 
leose remove 


The low requires thot the death certificate be executed within 24 hours after death. 
phys 


or attending physician. 
After this certificate hos been signed by the attendin 


director, page 3 should be detoched for use os the buriol-transit permit. 


TO HOSPITAL OR ATTENDING PHYSICIAN 
Page 4 may be retained by the hospi 


is 2, FUNERAL DIRECTOR: 


3s 


i 


25M 


within 72 haurs afte, 


ondin ony.eyent, 


P 


hen 


oe be fled with the State Dept. of Health prior to buriol, cremotion, or remova 


“¢ 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


91560 CERTIFICATE OF DEATH 91557 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived, if institution: Residence before admission) 


«COUNTY AT] egany ih .MWMaryland bOUN Allegany 
b. CITY OR TOWN (If autside corparate limits, c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corparate limits, write RURAL and give nearest tawn) 
wahber wane 7/16/63 Cumberland 2)-] 


© 1S RESIDEN 


d. NAME OF HOSPITAL OR INSTITUTION (If nat in haspital, give street address) d. hip ADI Y 
‘legany Count Tet oe Spruce St. ON A FARM? 
gany yt ary este ves L} xo OX 
3. Wane OF First Middle Lost 4 ae Manth Day Year 
teeorpin) FLOrence Foster DEATH 2 14» 67 
S. SEX 6. COLOR OR RACE 7. MARRIED. go NEVER MARRIED (5) 8. DATE O° BIRTH 2 ek fc ers. TFUNDER | YEAR {IF UNDER 24 HRS. 
€ ‘+ day) | Manths Min, 
Female |White wiooweo IX] owvorceo (BAT / DSer YS. 
10a. USUAL OCCUPATION ihe kind of work dane 0b. KIND OF BUSINESS OR Ss (Coury & State, 1»® intry) 12. CITIZEN OF WHAT 
during mops rere e, if retired) INDUSTRY COUNTRY? 
ousewite Lona 


4. MOTHER'S MAIDEN NAME 


Mary — 


13. FATHER'S NAME 
Mr. George Ternent 


1S. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO. 


(Yes, no, or unknown) |(If yes give war ar dates of service] 


18. CAUSE OF DEATH (Enter only one cause perdine for fo), (b), and (c).) == INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: PSs (th p, 6 {} ONSET AND DEATH 
IMMEDIATE CAUSE (a) \£4 f4-O7 ff KE A clégrte EXt4/3 


C} 
DUE Tf fy Li 4 es = 
Conditions, if ony, which gave 0 % = £0 Sz = @ Lope! 
rise ta immediote cause (a), DUE TO C7) TK ‘D Ee r, Pp Lek, - 


stating the underlying couse A 
ae (4) Chay CK 2 legen. 


> | PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO TH TERMINAL DISEASE CONDITION GIVEN IN PART I(o) 19. eee 
rs ves{_] no (J 
& | 200. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | ar Part Il af item 18.) 
= | OR CONTRIBUTING CJ CAUSE OF DEATH 
S | [IF EITHER, NOTIFY MEDICAL EXAMINER) 
S [ac TIME OF INJURY Manth, Doy, Year 20d. INJURY OCCURRED ‘2e. PLACE OF INJURY (Home, farm, 204. (City ar town) {County) (State) 
= Hour a.m. While Not While factory, street, office bidg., etc.) 
p.m. 19 at work L)_atwork CJ 


e deceased fram_@4 LOZ L705 19__, that (I) (we) last 
19 , and that death Fara yey fram causes and an the date stated abave. 


ho ARO FSi Boe cH SS 7bo? 


21. | certify that (1) (this hqspifal) at 
saw the deceased alive an. SA 


é 


‘2c. PHYSICIAN’ ADDRESS 
nae (Tye) Lee B, Mathews, fe Greene St. Cumb. 
239. NT 23b. DATE THEREOR . NI Hi L. CEMETERY OR BEMATORY Ww LOCATION TOMem or Town) (County) (State 
puoviinanl’ |2)/ T/C Los Cem. Apfotl Nuc: 


OD Lo a 2b. REGYTRAR'S SIGNATURE 
Weeheen QoghNvon FEB 17/1967 fCbordag Jones 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


O156% CERTIFICATE OF DEATH 


. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived, if institution: Residence before odmission) 


ocouuty ALLEGANY a sTATE MARYLAND b COUNTY ALLEGANY 


MARYLAND 
b. CITY OR TOWN {If outside corporote limits, c. LENGTH OF STAY IN Ib ¢ CITY OR TOWN {If outside corporote limits, write RURAL ond give nearest town) 


write GABE CoA ES) 10 DAYS CRESAP TOWN fee] 
d. NAME OF HOSPITAL OR INSTITUTION (If not in hospital, give street oddress) d. STREET ADDRESS. 6 Pipes 
MEMORIAL HOSPITAL 205 McMullen Highway ves LJ No: 


|. NAME OF First Middle Lost Doy Year 
Feararornt) EUGENE KERMIT  FURLOW 


AR 
= AAT 
SEX 6. COLOR OR RACE 7. MARRIED X7] NEVER MARRIED [_] | 8. DATE OF BIRTH 9. AGE (In yeors IFUNDER T YEAR_[ IF UNDER 24 HRS. 


MALE WHITE | woow [ oworo [| 7-18-1908 eee gc) aad Bcd 


To, USUAL OCCUPATION [Give ind of work done Tob, KIND OkoOSRBS OE, TL BIRTHPLACE (County & Stote, or foreign country) 12. CITIZEN OF WHAT 


ROT OMOR life, even PECHAN | UNE 7 & DECKE CUMBE RLAND, MD. wes 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
FURLOW, THOMAS ELIZABETH HULL 
pies ins ee MS eA 3 cps 
No,” 18-01-7895 IAL HOSPI TAL-CUMBERLAND, MD, 
18. CAUSE OF DEATH (Ener only one couse pgline for (e, (bond (c)) i le77,, , TTERVAL BETWEEN 


PART |. DEATH WAS CAUSED BY: 4 INSET AND DEATH 
IMMEDIATE CAUSE (0) Z 
/ x DUE TO 
Conditions, if ony, which gove (b) 
tise to immediote couse (0), DUE TO 
stoting the underlying couse 
(ato ew ede @ 
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{o) 19. A eh 
a =: yes] NO 
200. ACCIDENT WAS UNDERLYING (1 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port tl of item 18.) 


OR CONTRIBUTING C) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


‘20c. TIME OF INJURY Month, Doy, Yeor 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, form, (City or town) (County) (Stote) 
Hour o.m. While” go Not While foctory, street, office bldg., etc.) 


p.m. Y of work at work 
21. | certify thdf (I) {this ‘aod ba. ie sb fromss 1 Se | 
MD. 


HSS DR, THOMAS F, LUSBY 


Bo. REMOVAL host 23b, DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City or Town) 
REMOVAL (Specify) . 
Bua” 2/15/67 unset Memorial Park Cumbertand, Able 
24. FUNERAL DIRECTOR ADDRESS 2S0. REC'D BY REGISTRAR 


Wayne George Cumberland, Md, DATE 


— 


foe 


papers. Poges 1 
hin 72 hours after 


tely filled in by the funeral 


ts 


icion ond col 
leose remo’ 
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en pl 


th 
cremation, or removol, ond in any 


transit permit. 
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After this certificote hos been si 
MEDICAL CERTIFICATION 


MED STAFF 
pirscror CI pays C) La 


je 3 should be detoched for use os the b 


should be fied with the Stote Dept. of Heolth prior to buriol 


Page 4 moy be retoined by the hospital or attending physician 


TO HOSPITAL OR ATTENDING PHYSICIAN: 
TO FUNERAL DIRECTOR 


director, pa 


3 
Sy 


» 
8s 
=a 


=> 
‘= 


TO HOSPITAL OR ATTENDING PHYSICIAN. 


The law requires that the death certificate be executed within 24 hours after death. 
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physi 
hen 
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Pages | and 


papers. 


, crematian, ar remaval, and in any event, within 72 hours after deg 


@ 3 shauld be detached far use as the burial-transit 


uid be filed with the State Dept. af Health prior ta burial, 
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MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


01562 CERTIFICATE OF DEATH 
|, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived, if institution: Residence before odmission) 
0. COUNTY a. STATE b. COUNTY 
Allegany MARYLAND Md. za! 
B. CITY OR TOWN (If outside corporote limits, © LENGTH OF STAY IN Ib © CITY OR TOWN (If outside corporote limits, write RURAL ond give neorest town) 


write RURAL and give nearest town) 


are) 


Days Frostburg (Rur 
d. NAME OF HOSPITAL OR INSTITUTION (IF not in hospitol, give street oddress) © STREET ADDRESS 2. BERESIDENCE 
jner's spital yes ) no] 
3. NAME OF First Middle Lost 4. DATE Month Doy Year 


DECEASED 


Fe age ein ae aul aalaet © JRLTZL pea LbE- fo w Oz 


, “ 
5” SEX 6. COLOR OR RACE | 7. MARRIED NEVER MARRIED [_}] B. DATE OF BIRTH 9. AGE (In yeors [_IFUNDERT YEAR J IF UNDER 24 HR 
4 lost birthdoy) Months | Doys } Hours | Min. 
f wipowed [7] pvore® 1] Oct.15 1880 BG ys. 


USA. 


100. USUAL OCCUPATION Give Td af work done 10b. KIND OF BUSINESS OR 11. BIRTHPLACE err Stote, or foreign country) V2. CITIZEN OF WHAT 
Soler aera even if retired) INDUSTRY = COUNTRY? 
Finzel, Md. 


fe) wn Home 
14. MOTHER'S MAIDEN NAME 


¢ ewis © 
13. FATHERS NAME 


Irias McKenz: Cord zell 

TS. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT Address 

(Yes, no, or unknown) |(If yes give wor or dotes of service] , %, 
i fe) alias pee my omas Frost , 


INTERVAL BETWEEN 
DNSET AND DEATH 
pi 2. 


1B. CAUSE OF DEATH (Enter only one couse per line for (0), (b), ond (c).) 
PART |. DEATH WAS CAUSED BY: . DA 
IMMEDIATE CAUSE 0) LlnNtrrckenaVa Canhiteyarte x2 


# DUE TO 
Conditions, if ony, which gove (b) 
rise to immediote couse (0), DUE To 
stoting the underlying couse 
i ten rg 9 


200. ACCIDENT WAS UNDERLYING (1 
OR CONTRIBUTING C] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER} 


0c. tga OF INJURY Month, Doy, Yeor 
Hour o.m. 


‘20e. PLACE OF INJURY (Home, form, 


20f. (City or town) 
foctory, street, office bldg., woke 


20d. INJURY OCCURRED x (County) (Stote) 


While Oo Not While O 


mM. ot work ot work 
21. | certify that (I) (this haspital) attended the deceased fram_zx 
saw tied gsed alive an. 19 


MEDICAL CERTIFICATION 


, 19677, that (1) (we) last 
, and that a ane at 2-1oeM, a causes ond on HG date stated abave. 


MED. STAFF 
pirecror (1 pays OO 


ATTENDING 
pis, Od 


2c. PHYSICIAN'S 22d. ADDRESS 


NAME (Tyee), MAT. " 


230. BURIAL, CREMATION, 23b. DATE THEREOF ‘23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City or a (County) (Stote) 
REMOVAL (Specify r : iz. c oe Ga WA 
sure ul Feb.13.,1967] St.Michaels Cem. Frostburg, Allegany ,lMd. 
m. JERAL DIRECTOR ADDRESS 


yA 250. REC'D BY REGISTRAR 2Sb. FECSTRARS SIGNATURE 
Dov / Grantsville, Ma. |om FEB 14 1967 


A 
MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


| 01563 CERTIFICATE OF DEATH 5 


2 
A 


3. NAME DF First Middle Last |* DATE Month Day Year 


beats FEBRUARY 19, 1967 


ENS 
22s 1. PLACE DF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admission) 
Bao a. COUNTY 
oy a. STATE b, COUNTY 
Piet ALLEGANY MARYLAND |! MARYLAND ALLEGANY 
bat b. CITY OR TOWN (if outside eel porta limits, ¢. LENGTH OF STAY IN 1b || c. CITY OR TOWN (if outside corporate limits, write RURAL and give nearest town 
= 2 g write RURAL and give nearest town) 
£3 La VALE MONTHS CUMBERLAND Dt} 
@ zg on d, NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) || d. STREET ADDRESS e. a 
Cle 
Se /0|_ JOHN'S LANE 414 OLDTOWN ROAD ves []_ not 
#3 DECEASED 
a 
= 
S 
Ss 
a= 
a 


82 (lype or print) MAGDALENA MINNIE GREEN 
= 5. SEX 6. COLOR OR RACE | 7, MarrieD [-] N &. DATE OF BIRTH %. AGE (In years | IFUNDER 1 YEAR|IF UNDER 24 HRS, 
2 o [7] NEVER MARRIED [_} igyoithen Months | Days | Hours | Min. 
Zee FEMALE WHITE wiboweD [J pivorceo{ | APRIL 24, 1882 yrs. 
é 3 } 10a. USUAL OCCUPATION (Give kind of workdone| 1Db. KIND OF BUSINESS OR TI. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
3. > during most of teri life, even If retired) USTRY COUNTRY? 
Pas HOUSEWORK TIC ALLEGANY, MARYLAND eehe 
= a 13. FATHER’S NAME 14. MOTHER’S MAIDEN NAME 
ao 
Bee JOHN REUSCHEL ANNA S60" NER PARTING 
2. = 15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
2e s (Yes, no, or unkown) | (If yes give war or dates of service) 
ess No 220=—34—1625 |WM. J. CREEGAN, JOHN'S LANE, LaVALE, MD, 
é os 18, CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] INTERVAL ania: 
es PART 1. DEATH WAS CAUSED BY: pe Cee Le Kay a batik 
Bes SUMMEDIATE CAUSE (@)__Ctevdeae — A brea — lnt ort 


4 DUE TO 
Conditions, If any, which 0) gattcotlhtetmns Spent, 
gave rise to Immediate 
cause (a), stating the DUE TO 
underlying cause last. (c). 


S PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED 10 THE TERMINAL DISEASE CONDITIONGIVEN IN PART 1(a)  |19. Peau 
é ta a 2 
S yes [] NO 

= 2Da. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part II of Item 18.) 

f | OR CONTRIBUTING [) CAUSE OF D! 

© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 

z 2Dc. TIME OF INJURY Month, Day, Year | 2Dd. INJURY OCCURRED |20e. PLACE OF IUURY (Home, farm,| 20f. (City or town) (County) (State) 
8 Hour a.m. While Not While factory, street, office bidg., etc.) 

= p.m. 19 at work ED at work 


21. E certify that (1) (this hospital) attended the deceased from_2—2— _, 1960, to_2-/9— _, 194 “7, that (I) (we) last 


saw the deceased alive on_2—/£°— 19 C77 , and that death occurred at_2-7¢M, from the causes and on the date stated above, 
22a. SIGNATURE y 2b. DATE SIGNED 
Bi 


ATTENDING MED. STAFF | es. 
mp. PHYS, (e+ pirector [] pays. (1) 2 waa 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after death. 


Page 4 may be retained by the hospital or attending physician. 


TO FUNERAL DIRECTOR: After this certificate has been sign 


director, page 3 should be detached for use as the burial 
should be filed with the State Dept. of Health prior to bu 


22c. PHYSICIAN'S ¥ 22d. ADDRESS 
A RE i Er ae 57 Greene St., Cumberland, Ma 
23a. ReMovi net | 23b. DATE THEREOF | 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 
BURIA CEMETE: CUMBERLAND, ALLEGANY, MD, _ 
24, FUNER 0 | 25a. REC’D BY REGISTRAR | 25b. ; EGISTRAR’S SIGNA 
eee) JOHN J. 6) s, CUMB., MD. oa F EB 23 196 £ Ly NAegn 


20M 1/65 


MARYLAND STATE DEPARTMENT OF HEALTH 
Divisian af STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


| 01566 CERTIFICATE OF DEATH 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived, if institution: Residence before odmission) 


a. COUNTY ALLEGANY oSITE MARYLAND °° UNTY ALLEGANY 


MARYLAND. 


an 


the funeral 


ages | 


b. CITY OR TOWN (If autside carporote limits, ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN (If autside corparate limits, write RURAL and give nearest tawn} 


“CUMB ERESINB! 7) 1 DAY LAVALE 2ys2 orl 


d, NAME OF HOSPITAL OR INSTITUTION (If not in haspital, give street address) d. STREET ADDRESS e. 1S RESIDENC 


MEMORIAL HOSPITAL 17 GLEN VIEW TERRACE Etakye 
3. NAME OF First Middle Las! 4. DATE Month Year 
nO, ALBERT D. _HEACOX | 8, FEBRUARY 7. y 67 


5 SEX © COLOR OR RACE | 7. MARRIEO [RX] NEVER MARRIED [-]] ® DATE OF BIRTH 9 AGE In yoo LIFUNDER T YEAR| IF UNDER 74 HRS. 
MALE WH IT Evinoweo ovorceo F]} 5-18-01 6 im ia Ee 

To. SUA OCCUPATION ie nd warkdane Tb: HNO OF BUSTER TI BIRTHPLACE (County & State, or foreign country) TE CITZEN OF WHAT 
d : ALTOONA, PA, , 


ehtiok, galing tr ° ° 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


HEACOX, ROBERT DICK, JEANETTA 
Ts, WAS DECEASED EVER INUS. ARMEO FORCES? T6. SOCIAL SECURITY NO. _] 17. INFORMANT adress 


SS Nal see MEMORIAL HOSPITAL, CUMBERLAND, MD. 


|] 48. CAUSE OF DEATH (Enter only ane couse per for (a), (b}, and (c),} 
PART |, DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (a) 


b 


apers. 


nt, ath 72 haurs after d 


Hy 
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oS 
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3 
5 
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E 
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tely filled in b 


rban 


bra! 
ve 


lease re: 


, crematian, ar removal, and in an 


tise ta immediate cause (a), 
stoting the underlying cause 
DuMtllieeoes 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO OEATH BUT NOT RELATEO TO THE TERMINAL DISEASE CONOITION GIVEN IN PART I(o) 19. ne nea 


——— NO 


‘200. ACCIDENT WAS UNOERLYING C1 ‘205. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Port | or Port Il of item 18.) 
OR CONTRIBUTING C1] CAUSE OF DEATH —_—_— 
(IF EITHER, NOTIFY MEDICAL EXAMENER}—_ 


‘20c. TIME OF INJURY Manth, Ooy, Yeor 20d. INJURY OCCURRED ‘We. PLACE OF INJURY (Home, farm, EF i ny L 1 (Sto 
Hour o.m. — While ——NatWhile- foctory, at office bldg., etc.) ss Uy / 
p.m. y atwark LJ at wark oO Z a Z 


“d i ane that (1) (this haspital) pttended 2 tide fram. Yep , that (I) Qe} last 
teceqsed live an ___, and that death ac Phare a ; from’ YO Pa Ma ond and. an the date stated abave. 


‘ane 4 Vij Co al Y Oricror O PANE Oo meee 


22d, ADDRESS 


|| [be ORT RICHARD WILLIAMS CUMBERLAND, MD, 


Bo. BURIAL xl 2b. DATE THER a4 Te, my F CEMETERY OR CREMATORY 73d. LOCATION (City or Tawn) (aunty) Aor) 
GREMOVAL (Speci af y ? 
ey | s/f sefé 4 a a ea 
DIRECTOR ie a 2Sa. REC'D BY REGISTRAR 28b. REGISTRAR’S. SIGNATURE 
be losing i, he Woke, eek y re on FEB 14 1967 Seerks 


q 


Page 4 may be retained by the haspital ar attending physician. 


Conditions, if any, which gave 


After this certificate has been signed by the attending physician an 
MEDICAL CERTIFICATION 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law re 
je 3 shauld be detached for use as the burial-transit permit. Then 


led with the State Dept. af Health prior ta burial 


ei 


should b' 


TO FUNERAL DIRECTOR: 
directar, r 
i 


Sd 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


01565 CERTIFICATE OF DEATH 


— 


ng 

ezre |, PLACE OF DEATI 2. USUAL RESIDENCE (Where deceosed lived, if institution: Residence before odmission} 

BES / ocoNtY  ALLEGANY o, STATE b. COUNTY 

27s MARYLAND AND ALLEGANY 

= tes b. CITY Bray (If outside carparate limits, c. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (ff outside ca AND limits, write RURAL and give nearest town) 
write L on give ed town) 1 HR m 20 MI fs CUMB E RL. 


D 
d. NAME OF AOSTA 7 TistntOn (If not in hospital, give street oddress) 


d. STREET ADDRESS ai 1S RESIDENCE 
MEMORIAL HOSP! TAL 353 BALTIMORE AVE. we Cw 
cf a M I iN | E 1 H | cKct l 4, pale Month Doy Year 67 


{Type or print beats FEBRUARY 18 


AGE IF UNDER 24 ARS. 
5 sO EMAL 8 COLAR OR-PAEE | 7. MARRIED [] NEVER MARRIED [_] | 8. DATE OF BIRTH 9. bin Le 
WIDOWED §] pivorceo [1] 5-11 -8| & 


IF UNDER 1 YEAR 


leose remove corbon papers. Pag 


or removol, ond in ony event, within 72 hours o 


hysicion ond completely filled in by t 


100. USUAL OCCUPATION Bie kind of work done 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (County & Stote, or foreign aa 12. CITIZEN OF WHAT 
during most of working lite, even if retired) INDUSTRY COUNTRY? 
HOUSEWIFS OWN HOME MA 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
= JOHN W. JONES MARY E,. (UNKNOWN) 
1S. WAS DECEASED EVER IN U.S. ARMED FORCES? 7 16. SOCIAL SECURITY NO. 17. INFORMANT Address 


(Yes, no, orunknown} |(If yes give wor or dotes of service] 214 05.8522 MEMORIAL HOSP! TAL, CUMBERLAND, MD. 


NO 
18. CAUSE OF DEATH (Enter only one couse per eee {b}, ond (¢), INTERVAL BETWEEN 


PART |. DEATH WAS CAUSED BY: ONSET AND DEATH 
IMMEDIATE CAUSE Ea Lene AL, OL ft, y; [Lies p FPS prou 


DUE TO 
Conditions, if ony, which gove OPY pi LOL Err SG bool bate VY), Zl CZs iin 


tise to immediote couse (0), 
stoting the underlying couse DUE T0 
i aa (a 


PART tI, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0) 


19. WAS AUTOPSY 
PERFORMED? 


ves [_] NO 


The low requires thot the death certificate be executed within 24 haurs ofter death. 


200. ACCIDENT WAS UNDERLYING CL) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
OR CONTRIBUTING (1 CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


MEDICAL CERTIFICATION 


‘20c. TIME OF INJURY Month, Doy, Yeor 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, form, 20f. (City or town) (County) {Stote) 
Hour o.m. White oe foctory, street, office bldg., etc.) 
oty ork LY of work 


After this certificate has been signed by the a 


je 3 should be detoched far use as the burial-transit pen 


Jt ane that (I) (this oT] op e — ftom ae 2$i~ 1 19d = piee~ 19 that (I) (we) last 
ZL, Ba uP 2. ond thot dedth occurred at 10? 3p frone 


ed with the State Dept. of Heolth prior to buriol, cremotion, 


Page 4 may be retained by the hospital or attending physicion. 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


& sow the deceasedAliye on d es and on the date stated abave. 
To. SIGNATUR_ 7 7b, DAT 

g ? Ly LA ATTENDING MED. STAFF 

& et LE, Wf, MD. PHYS. A owecror OO pays. O 

Sse ‘7 7d, ADDRES 

Has «ae 

e-2 / (im) DR. Ga _OvER FE HI MMELWRIGH MBERLAND, MOD 

Las Hie RURAL CENATION, 2. DATE THEREOF Tic. NAME OF CEMETERY OR CREMATORY 73d. LOCATION (City or Town) (County) [stote) 

=> Ci 

e** BRTAL__IFEB. 22,1967 |HILLCREST BURIAL Pa CUMBERLAND, MD. 

i 74. FUNERAL DIRECTOR ADDRESS PEER 27 196; RECD BY REGISTRAR | 25b. REGISTRARS SIGNATURE 


ss 
ES 
as 


BYRON KIGHT CUMBERLAND, MD. FEB 27 1964 B27 196% q 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201] 


01566 CERTIFICATE OF DEATH 
PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived, if institution: Residence before odmission) 


a. COUNTY ALLEGANY iat o. STAN ARYLAND b. COUNTY ALLEGANY 
b. CY of TOWN {If autside corparote limits, c. LENGTH OF STAY IN Ib ¢. CITY OR TOWN {If outside corporote limits, write RURAL ond give neorest town) 
wie RE CEPR RE AWD 78 DAYS CUMBERLAND, MD. ' 


d, NAME OF HOSPITAL OR INSTITUTION {IF nat in hospital, give street address) d. STREET ADDRESS @. Bik ae 
Ae ao 227 ARCH ST. ea 
Ee NAME, a First Middle Lost 4. DATE Month 
fe oa LUCY ANN HUMBERTSON | Stan FEB. 
S. SEX 6. COLOR OR RACE 7. MARRIED (ih NEVER MARRIED oO 8. DATE OF BIRTH 9. AGE {In years 


FEMALE WHITE winoweo [xX] oworctd C]] March 25, "8S "n ae 


tely filled in by the funeral 
bon papers. Pages | and 2 
within 72 haurs after death 


ys. 
100. USUAL OCCUPATION ihe kind of work done 10b. KIND OF BUSINESS OR 11. BIRTHPLACE {County & State, ar foreign cauntry) 12. CITIZEN OF WHAT 


during most of working life, even if retired). INDUSTRY, COUNTRY? 
ousewife Own’ Home WaokkkRekbexcleve U.S.A. 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
AD SIRBAUGH _arvey sTRBAUGH SARAH LEDWICK 


1S. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO 17. INFORMANT Address 
{fas cranes} (If yes give war or dates af service] MEMORIAL HOSPITAL CUMBERLAND MD 


1B. CAUSE OF DEATH {Enter only ane cause per line for (0), {b), ond {¢).) = INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: SET, AND. 
IMMEDIATE CAUSE (0) 


GX eg oty 4 yA 19 
lx DUE T0 7 
Conditions, if any, which gave (b) K CGrzetick he a 


tise ta immediote couse (0), 

stating the underlying cause DUE TO 
Bide Jatt miei f) 

PART Il OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0) 19. Ee 


ves] no (] 


then please reMOve 
, crematian, or remaval, and in any évent, 


‘ansit permit. 


igned by the attending physician ani 


ur 
ur 


200. ACCIDENT WAS UNDERLYING () 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | ar Part Il af item 1B.) 
OR CONTRIBUTING C3CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


‘20c, TIME OF INJURY Month, Doy, Year 20d. INJURY OCCURRED ‘20e. PLACE OF INJURY (Home, form, 20f. {City ar town) (County) (State) 
Hour a. While Nat While foctory, street, affice bldg., etc.) 
at work oO at work oO 


MEDICAL CERTIFICATION 


1. y Be, ta fee , 9 / that (I) (we) last 
saw the deceased olive an U1 20 , fram causes and an the dote stated abave. 


Tio, SIGNATURE 7b, DATE SIGNED, 
: MED. STAFF 
ZZ . precor CO tas of. & 16 
Te. PHYSICIAN'S ; 2d. ADDRESS 
NAME(Type) DR, CLAY DURRETT 236 WA, AVENUE, CUMBERLAND, MD 
Wo. BURIAL, CREMATION, | 2b, DATE THEREOF Tc. NAME OF CEMETERY OR CREMATORY 7d. LOCATION (City or Town) (County) __(Stote) 


Ba MOM) Feb.8,1967 | Davis Memorial Park Cumberland ,Mq.Allegan: 
74, FUNERAL DIRECTOR ADDRESS Wo, RECD BY REGISTRAR | 25b. REGISTRAR'S SIGNATURE 
James F. Scarpelli, Cumberland, Ma. one FEB 10 1967 $Cherbey Ques 
(EET ae 


‘led with the State Dept. af Health priar ta b 


directar, page 3 should be detached far use as the bi 


hould be fi 
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TO FUNERAL DIRECTOR: After this certificate has been si 


2 
358 


TO DEPUTY MEDICAL EXAMINER: This certificate should be executed 


qlVi 


FOR STATE 
HEALTH DEPT. 


‘4 hours after death. If any delay is necessai 
ive Pages 1, 2, and 3 to the funeral director. Page 


th form PM3. Page 5 may be retained for your files. 


land 2 with the State Department of 
hours after death. 


and in any event within 72 


in Item 18° 


urial-transit permit. File pages 


its designated agent, prior to burial, cremation, or removal, 


4 should be forwarded to the Chief Medical Examiner's Office along wit! 


IO FUNERAL DIRECTOR: Page 3 should be used as a b 


please execute the certificate, writing the word “pending” in pe 


Health or 


YR AISME 
5M 1463 A 


MARYLAND DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


AEDS MEDICAL EXAMINER’S CERTIFICATE OF DEATH 01 564 
OF DEATH = 
INTY 


2, USUAL RESIDENCE (Whore deceased lived, If insitution: Residence betore admission) 
a. STATE b. COUNT’ 
Allegany —__sanyuann Maryland ‘Allegany 
b. CITY OR TOWN [if outside corporate limits, «. LENGTH OF STAY IN Ib €, CITY OR TOWN (Il outside eorporete limits, write RURAL end give nearest town} 
‘write RURAL apd giva t town) 
Corrigan 6 4O years Corriganville j 
d, NAME OF HOSPITAL OR INSTITUTION {i1 not in hospital, give street eddress} d. STREET ADDRESS "7 1S RESIDENCE 
ON A FARM? 
ra _~ ee. ; ves (] No Fe] | ha 
3. NAMEOF “Fist —o “Last "| 4. DATE “Month “Day Veer = 
DECEASED OF 
(Type or print) Walter Jensen peatu February 35 1967 
5. SEX 6. COLOR OR RACE|7, MARRIED [CINeveR MARRIED [] | 8» DATE OF BIRTH 79. AGE (In eer IF UNDER 1 YEAR| IF UNDER 24 HRS. 
a hi Y) | Months] Deys | He Min. 
Male White wows] —vivorco []| May 20, 1890 7B rer ce | Nie aa | + 


10a, USUAL OCCUPATION (Giva kind of work 


done “Seo Shops” life, even if retired) 


10b. KIND OF BUSINESS OR INDUSTRY 


Railroading 


Ti. BIRTHPLACE (State or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
*peraee Coleman, Wis. [ysa 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME << 7 —=— - — ae 


unkn unin 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT  —__ "Address - as 


Yes silanes, 705-05-4750 Harry Stegmaier, » Cumberland, — Md, 


(8. CAUSE OF DEATH [Enter only ona eause per line fer (e), bl, end ().) 


aT INTERVAL deal =] 
PART I. DEATH WAS CAUSED BY: Al DEAT! 
IMMEDIATE caver fe) COONATY occlusion Nd Pe ablos wt adden a 
1 / DUE TO 
Conditions, il any, which Coronary sclerosis 


ava site to immediata cause — = e| be 
{a), stating tha underlying (| PVETO 
sause lost. 7 Shr te 


z PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)| 19. WAS AUTOPSY 
ee PERFORMED? 
i 
3 | vs []_ No PY 
| 208. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Pert Il of item 18.) 7 
| PRIMARY C1 or CONTRIBUTING [] 
& | CAUSE OF DEATH. 
3 20c. TIME OF INJURY Month, Dey, Yoor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, ferm, | 20f. {City or town) (County) {Stete) 
= Heth vaihs While __ Not While fectory, street, office bldg., etc.) | 
Z ar 19 jet work [_] ot work [_] 
21. I certify that | took charge of Ihe remains described above, held an Autopsy ie! Inspection [xl Inquiry ea) and in my opinion 
\: e: Accident Suicid ,  Homici di ined 
death resulted from: Natural causes ciden! fel uicide ‘zl lomicide Oo Undetermined manner oO 
. , CHIEF MEDICAL EXAMINER [} 
ACTUAL 
ey _ mp, ASSISTANT MEDICAL EXAMINER [_] DATE rer 
exnsiretats DEPUTY MEDICAL EXAMINER [ 303¢ Feb. 2 19 
NAME (Type) Benedict Skitarelic, M.D Addrass (Streat, city, town, or county) : 
22a, BURIAL, CREMATION, 22b. DATE THEREOF | 22¢. iat OF CENTER ‘OR CREMATORY 22d. LOCATION (City, town, or county) ~ (Stete) 


ir" | reb.5,1967 [Hyndman Cemetery Hyndman, Pennsylvania 


Bieta! 
ley DY Ze line tran renennalgn THEE | BT ee 


MARYLAND STATE DEPARTMENT OF HEALTH 
| Divisian of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


01568 CERTIFICATE OF DEATH 01565 


Oeyg rao [iveorewerercowsciseriel 2593401285 | MEMORIAL HOSPITAL CUMBERLAND, MD. 
INTERVAL Feet 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (a) 
DUE TO 
Conditicns, if any, which gave (b) 
tise ta immediate cause (a), DUE To 
stating the underlying couse 
te aap eet @ 


18. CAUSE OF DEATH (Enter anly ane cause per line for (a (b}, ond (¢}.) 


Wve keces 


eee = 

3s 3 $ T. PLACE OF DEATH 7, USUAL RESIDENCE (Where deceased lived, if institution: Residence before admission)/ 

S$ s53 a. COUNTY o. STATE b, COUNTY J 

s 275 ALLEGANY MARYLAND * 

4 4 os b. or oe ae (f autside erent limits, . LENGTH OF STAY IN Ib «. CITY OR TOWN (If outside carporate limits, write RURAL and give neorest town) 

Koy write: on ive nearest town, 

g 28 aU Vistek tt 4b DAYS HYNOMAN, PA. Riles Sl seg 
@ = ee NAME OF HOSPITAL OR INSTITUTION (If not in hospital, give street address) T STREET ADDRESS © R REID 

= ES ; 

See MEMORIAL HOSPITAL ves CL) no Ge 

& Bee 

= Ses 7, NAME OF Fist Middle lost © DATE Month Doy Year 

= ps ECEASED 

23a ype or print) GUY lP KENNELL DEATH FEB 20 6 
~o 2S¢ 
2 £ 5 = S. SEX 6. COLOR OR RACE 7. MARRIED a NEVER MARRIED oO 8. DATE OF BIRTH Me hee In i pit 1 Te TE UNDER a RS. 
4 os jo" lonths $ . 

2 £2> | MALE WHITE | wow [oor Q)]  9n 19-89 ae a 

3 

= Gere te We, USUAL OCTUPATON Give Kind of work done] 0b. KND OF BUSHES OR TI. BIRTHPLACE (County & State, or fareign cauntry) TE CITE OF WHAT 

2 os i orking lite, even if retired) i} ? 

2 gee? NS BSP ornate, event retirea) SEE ini ng PENNA. UsSe As 

= ‘ 7 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 

s WILLIAM B. KENNELL EFFIE LEPLEY 

Le 1S. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT Address 

3 

a=] 

"3 

£ 

3 

2 

3 

= 

Ss 

= 

z 

% 

2 

= 


PART II OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) Rew e 
* ves [J NO [a 
2a. ACCIDENT WAS UNDERLYING C1 20d. DESCRIBE HOW INIURY OCCURRED. (Enter nature af injury in Port | or Part UI af item 18.) 


‘OR CONTRIBUTING C1 CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


After this certificote hos been signed by the ottendin: 
MEDICAL CERTIFICATION 


director, poge 3 should be detached for use os the burial-transit permit. TI 


20c. TIME OF INJURY Month, Day, Year 20d. INJURY OCCURRED Me. PLACE OF INJURY (Home, form, 20f. (City or town) (County) (State) 
Hour o.m. While Not While factory, street, affice bldg., etc.) 
p.m. 19 at wark O at wark oO 
21. V certify that (I) (this haspital) attended the deceased fram__¢G 5%, 19 _ta_f{[-~jZe , 1967, that (1) (we) last 
xe saw the deceased alive an__¢=20 __19f@_, and that death accurred afl: 30.PM, fram causes and an the date stated abave. 


Wa, SIGNATURE 7b, DATE SIGNED 
ATTENDING MED. STAFF 

MD. _ PHYS. EA. pirector CO pays, OO 

Yad. ADDRESS 


[AMES CUMBERLAND, MD 


Be. SERONAL Seat 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City or Town) (County) (State) 
‘ ify} 
Buse? Feb o¢o | Hyndman Cometers Hyndman, Bedford Co., Pa 


ADDRESS 2So. REC'D BY no 8 2Sb. REGISTRAR'S SIGNATURE 


Hyndman, PA. var FEB 28 1967 


‘7c. PHYSICIAN'S 
NAME (Type) 


/ 


should be filed with the Stote Dept. of Health prior to burial, cremation, or remo 


Poge 4 may be retained by the hospitol or attending physician. 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


TO FUNERAL DIRECTOR 


35 
=> 
=o 
Es 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


FOR STATE 01569 MEDICAL EXAMINER'S CERTIFICATE OF DEATH 01566 


HEALTH DEPJ. [7 pace oF beatn 7, USUAL RESIDENCE (Where deceosed lived, if institution: Residence before odmission) 


o. COUNTY ALLEGANY naRiaN o. STATE MARYLAND b. COUNTY ALLEBANY 


b. CITY OR TOWN (If outside corporote limits, ©. LENGTH OF STAY IN Tb © CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest tawn) 


write RURAL ond give nearest town) - 
CUMBERLAND LIFE CUMBERLAND aie 
d. NAME OF HOSPITAL OR INSTITUTION (If not in hospitol, give street oddress) d. STREET ADDRESS e, BRO 
37 MEMORIAL AVE. 37 MEMORIAL AVE. yes [_] no 
NAME OF First Middle Lost 4. DATE Month Doy Year 
DECEASED OF 
DEATH FEB. 13 9 67 


(Type or print) 


S. SEX 6. COLOR OR RACE 7. MARRIED NEVER MARRIED. 8 DATE OF BIRTH 9. AGE (In yeors FUNDER | YEAR_] IF UNDER 24 HRS. 
kk & Grins Months | Doys | Hours | Min. 


lost 
MALE WHITE winowed [1] vwvorcedD []|OCT. 26,1897 | 69 y's 
"o USUAL OCCUPATION (Give kindof work done T0b. KIND OF BUSINESS OR Ti. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT 


2 with the Stote Department 


i) 


daring most of working lite, even if retired} INDUSTRY COUNTRY? 
CITY Gov'T MARYLAND USA 
TE. FATHER'S NAME Ta. MOTHER'S MAIDEN NAME 

CALVIN I. KING CORA F. PERDEW 
TS. WAS DECEASED EVER IN USS, ARMED FORCES? 16. SOCIAL SECURITY NO.__] 17. INFORMANT Address 


(Yes, no, or unknown) |(If yes give wor or dotes of service’ 
217 10 6418 MRS. LOLA BE. KONG CUMBERLAND, MD. 
18. CAUSE OF DEATH (Enter only one couse per line for (0), (b), ond (c).) INTERVAL BETWEEN 


PART. DEATH WA ETE CALS (0) CORONARY OCCLUSION StabEN 
2 DUE TO 


Conditions, if ony, which gove (b) CORONARY SCLEROSIS 
tise to immediote couse (a), DUE TO 

stoting the underlying couse 
Ch ae @ 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART (0) 19. WAS AUTOPSY 
ves [) 


in Item 18. Give Poges 1, 2, and 3 to 


ificate should be executed within 24 haurs after deoth. If . deloy is 


PERFORMED? 


No XX 


This cert 


200. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port I! of item 18.) 
PRIMARY D) or CONTRIBUTING [1 
CAUSE OF DEATH. 
20. Liss OF INJURY Month, Doy, Year 20d. INJURY OCCURRED ‘2e. PLACE OF INJURY (Home, form, 20f. (City or town) (County) {Stote) 
Hour o.m. while Not While factory, street, office bldg., etc.) 
m. 19 otwork L) ot work C) 


Poge 3 should be used os 0 burial-tronsit permit. File pages 10 
MEDICAL CERTIFICATION 


21. | certify that | taak charge af the remoins described obove, held an Autopsy (_], Inspectian (XJ, Inquiry (XJ, and in my apinian 
death resulted from: Natural causes Ya, Accident (J, Suicide (J, Homicide (J, Undetermined manner (] 
: iy. wy CHIEF MEDICAL EXAMINER [CJ 
AA p mp. ASSISTANT MEDICAL EXAMINER [_] 
EXAMINERS DEPUTY MEDICAL EXAMINER [3 
NAME (Type) BENEDICT SKITARELIC, M.D. RI. 9, GOMBHRLANDY, Moty) FEB.13,1967 
. BURIAL CREMATION, 3b. DATE THEREOF 7c. NAME OF CEMETERY OR CREMATORY 73d. LOCATION (City or Town) (County) (Stote) 
_PLpugtan SUNSET MEMORIAL PARK CUMBERLAND, MD. 
1A [26 Funerar ogEcTOR ADDRESS 250. RECD BY REGISTRAR 2Sb._REGISTRAR’S SIGNATURE 
waned BYRON KIGHT CUMBERLAND, MD. ont FEB 17 1967 


22. DATE SIGNED 
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Health or its designated ogent, prior to burial, cremotian, or removol, ond in any eenP™wathin 72 haurs after 
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TO DEPUTY . EXAMINER: 


TO FUNERAL DIRECTOR: 


=! 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


01570 


CERTIFICATE OF DEATH 


91567 


within 72 haurs ofter deoth. 


|]. PLACE OF DEATH 


ONT ALLEG ANY: 


MARYLAND 


2. USUAL RESIDENCE (Where deceased lived, if institution: Residence before odmission) 
o. STATE b. COUNTY 


b. CITY OR TOWN (If autside carparate limits, c LENGTH OF STAY IN Ib 


wie OE OWACONING YEARS 


c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 


FROSTBURG. f= if. 


d. NAME OF HOSPITAL OR INSTITUTION (If nat in haspital, give street address) 


KYLE NURSING HOME 


First Middle 


ROBERT JACOB 


3. \NAME OF 
/DECEASED | 
(Type ar print) 


3 
5 
3 

3 
5 

= 
6 
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Poge 4 may be retoined by the hospital or oftending physician. 


TO HOSPITAL OR ATTENDING PHYSICIAN 


35 


After this certificote hos been signed by the ottending physician ond completely filled in by the funero 


TO FUNERAL DIRECTOR 


a 
= 


=> 


ransit permit. Then please remove carbon papers. Poges | ond 2 


e 3 should be detoched for use os the buri 


director, 


& 


+ pai 
should bi i 


cremotion, or removol, and in ony event, 


e filed with the State Dept. of Health prior to bur 


c 


S. SEX 6. COLOR OR RACE 


MALE WHITE 


wivowed (XJ 


Last Year 


@. STREET ADDRESS =e i BENE 
65. EAST. MAIN STREET ves [J No 
“oO 


2a) 
7, MARRIED [7] NEVER MARRIED [—] | 8. DATE OF BIRTH In years 


pivorceD (]} JANUARY 


irthday) 


1Ob. KIND OF BUSINESS OR 


Wa. USUAL OCCUPATION fig kind af wark done 
INDUSTRY 


during mast of working life, even if retired) 
‘GLASS WORKER 
13. FATHER’S NAME 


ADAM KUNKLE 


17. INFORMANT 


12. CITIZEN OF WHAT 


11. BIRTHPLACE (Caunty & State, ar fareign cauntr 
Ge ig iy COUNTRY? 


MONACA, PENNA, 


14. MOTHER'S MAIDEN ‘NAME 


JOANNE TUNGET 


Mee 


>FROSTBURG, 


1, WASDEGASED EE NUS ARMED FORCES? | Te SOCAL SECURITY WO. 
70 NS pe 217-16-4532MRS. JOHN A. WINBBRENNER , 144WASHINGTO 


1B. CAUSE OF DEATH (Enter only one couse per line for (0), (b), and (c).) 
PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (a) 


DUE TO 
(b) 


1s 
Conditions, if ony, which gave 


INTERVAL BETWEEN 
INSET AND DEATH 
& 


tise ta immediate cause (a), 
stoting the underlying cause 
wks. — 


DUE TO 
9] 


PART II. OTHER ol CONDITIONS CONTRIBUTING TO DEATH BUT NOT 


20a. ACCIDENT WAS UNDERLYING C] 
OR CONTRIBUTING CI CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20b. DESCRIBE HOW INJURY OCCURRED. 


19. WAS AUTOPSY 
PERFORMED?. 


yes [J NO 


ter nature of injury in Part | or Part Il of item 1B.) 


20c. TIME OF INJURY Manth, Day, Year 
Hour o.m. 
p.m. 9 
21. | certify that (I) (this hospital 
saw the deceosed qli 


20d. INJURY OCCURRED 


While Not While 
at work QO at work 


MEDICAL CERTIFICATION 


Oo 


20e. PLACE OF INJURY (Home, form, 
factory, street, office bldg., etc.) 


ittended the deceased from 
, and that death accurred ot 


20f. (City or town) (County) (Stote) 


(ta_Nele . 2-9, 19497 thot (I) (we) last 
M, from causes ond on the date stoted abave. 


al. 


‘22a. SIGNATURE 


‘2c. PHYSICIAN'S 


NAME(Iype) LESLIE R. MILES, M.D 


‘MED. 
DIRECTOR 


a 2b. DATE SIGNED 
Ops Of 2-2 GD 


230. BURIAL, CREMATION, 23b. DATE THEREOF 


ARCH 


ean 


‘23c. NAME OF CEMETERY OR CREMATORY 


964 ST, MICHAEL'S CEM. 


23d. LOCATION (City ar Tawn) (County) (Stote} 


FROSTBURG MARYLAND 


250. RECD BY REGISTRAR [2S RIGISI AR ATGNATIRE 
BUR Groate MAR 7 967 i / 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


01573 CERTIFICATE OF DEATH 


1. PLACE OF OEATH 2. USUAL RESIOENGE (Where deceased lived, If Institution: Residence before admission) 
a. COUNTY 
a, STATE b. COUNTY 
ALLEGANY MARYLANO MARYLAND ALLEGANY 


b. CITY OR TOWN (if outside cor pacele limits, ¢, LENGTH OF STAY IN ID ||c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
write RURAL and give nearest town! . 


SUMBERLAND ERLAND ZI-| 
d. NAME OF HOSPITAL OR INSTITUTION (If not in hospital, give street address) || d. STREET AODRESS e Ch Gites 


SACRED HEART HOSPITAL SYLVAN RETREAT yes{]_nofXl 


. NAME OF First y Month Day Year 
DECEASED Middle Last 4. DATE ot y 


OF 
(ype or‘priet) _ CARRIE _R.___LAWCASTER | Dadi FERUARY er Sanrey a 
SEX 6. COLOR OR RACE 7, MARRIED [ ] NEVER MARRIEO[] | & OATE OF BIRTH 3. AGE (In years | FUNDER 1 YEAR|IF UNDER Z4ARS, 


last birthday) Months | Oays hears Min. 
WwIDOWEO fy] DivoRcEo [7] yrs. 


1Da. USUAL OCCUPATION (Give kind of workdone| 10b. peel) jor "oh OR air SIRTRPLAGE Vaculand & State, or foreign country) | 12. CHG WHAT 


during most of working life, even If retired) 
theses See 
13. FATHER’S NAMI * worne ih ch land ME 


| _JRGSTR ROR TNSON spe TRA (WILHELM) (Dn 
15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. Len ‘Address 


(Yes, no, or unkown) fee war or dates of service) 
_PT'S_CHART 


18. CAUSE OF OEATH [Enter only one cause per line for (a), (b), and (0. 5] | INTERVAL BETWEEN 
PART |. OEATH WAS CAUSED BY: fa Za i INSET ANO pe 


ysician and completely filled in by the funeral 


en please remove carbon papers. Pages 1 and 
I, and in any event, within 72 hours after dea’ 


7 


ficate be executed within 24 hours after death. 


h 


tansit permit. 
, cremation, or removal 


—<—={— 


IMMEDIATE CAUSE (a). 


= QUE To 
Conditions, If any, which ©) we Le, Fem cae 


gave rise to Immediate OvE TO 
cause (a), stating the 2 ——__ 

underlying cause last. (o) bk ; LtyI39-> LEE = 
PART I). OTHER SIGNIFICANT CONOITIONS CONTRIBUTING TO DEATH BUTNOT RELATED TO THE TERMINAL OISEASE CONCITIONGIVENINPART 1(a) | 19. ee ay 


yes[] no] 


20a. ACCIDENT WAS UNDERLYING 20b. OESCRIBE HOW INJURY OCCURRED. (Enter nature of injury In Part | or Part 11 of Item 18.) 
OR CONTRIBUTING [j CAUSE OF DEATH 
(IF EITHER, NOTH JEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURREO | 20e. PLACE OF IOURY Home, Farm, 20f. (City or town) (County) (State) 
Hour a.m, While — Not While factory, street, office bldg., etc.) 
p.m. 19 ia work at work 


21. | certify that (I) (this hospital) attended the vad from. E287 , 19. ya = 19. that (1) (we) last 


MEDICAL CERTIFICATION 


saw the deceased alive on 2. — Z— 19 4 ‘/, and that death occurred at____M, from the causes and on the date stated above. 


22a. SIGNATURE 22b. OATE SIGNED 
t eN. aE sid 


a. M0. (—Uiktoror One ol 2 3 2 


22. PHYSICIAN’S oe ‘ADDRESS 
| _ECrebR, L BRINGS, MD. 57 GREENE ST. CUMBERLAND, MARYLAND 


23a. BunevACjseciy | > 23b. OATE end 23c. NAME OF CEMETERY OR CREMATORY | 23d. LOCATION (City, town or county) MD 
ect 


of 24. FUNERAL OJRECTOR = oT URC Meet?) At woe gel BU am Ret fd DRE 
ney \ Phebe 2 OATE FEB 8 19 fg 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the atte 


director, page 3 should be detached for use as the burl 
should be filed with the State Dept. of Health prior to burial 
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MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 307 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


01572 CERTIFICATE OF DEATH ___ 01569 


|. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, if institution: Residence befare admissian) 


«. COUNTY Allegany sr 0.STATE ay ary land sou alleg any 


b. CITY OR TOWN (If outside carparate limits, . LENGTH OF STAY IN 1b ¢. CITY OR TOWN (IF autside carparate limits, write RURAL and give nearest town) 
write RURAL and give nearest tawn) aiatindl a 
Cumberland ).o Cumberland | 
d. NAME OF HOSPITAL OR INSTITUTION (If nat in haspitol, give street address) d. STREET ADDRESS. e FE RESDING 


Allegany County Infirmary 906 E. Oldtown Road vs LN 
. NAME OF First Middle Lost | 4. DATE Manth Day 


Year 
DECEASED Anna Elizabeth Lapp im February l, ss 67 


(Type ar print) 
S. SEX 6. COLOR OR RACE 7. MARRIED oO NEVER MARRIED XJ B. DATE OF BIRTH | 9 gy" years IFUNDER | YEAR | IF UNDER 24 HRS. 


Female White winowen [} oworceo CF} bb / 12/187 jel ee 


yi. 
40a. USUAL OCCUPATION eet kind af wark done 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (Caunty & State, ar fareign cauntry) 12. CITIZEN OF WHAT 


REELS RISHISE) Pas actory Frostburg, Maryland 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Andrew A. Lapp Margaret sane ah ee 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? 
(Yes, no, ar unknawn) |(IF yes give war ar dates af service} 
9. 
1B. CAUSE OF DEATH (Enter anly ane cause a line for (a), (b), and (c).) INTERVAL BETWEEN 
PART |, DEATH WAS CAUSED BY: ONSET AND DEATH 
IMMEDIATE CAUSE il 
A fs DUE %G) y 
Conditions, it ony, which gove oy Olinda sea! bahie tr % Cerokraf 


rise ta immediate cause {a}, 


stating the underlying cause DUE KES) ORn. 
lost @ 


= 


illed in by the funeral 


lease remove carbon popers. Pages | ond 2 
ond in any event, within 72 hours after deoth. 


hysicion ond completely 


certificote be executed within 24 hours ofter deoth. 
en 


or ottending physician. 


After this certificote has been signed by the o 


director, poge 3 should be detoched for use os the buriol-transit pe 


200. ACCIDENT WAS UNDERLYING C) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | ar Part Il af item 18.) 
‘OR CONTRIBUTING (1 CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


0c. Uses OF ba Ae Manth, Day, Year 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Hame, farm, . (City ar tawn) {County} (State) 


Hour a.m. While Nat While factary, street, affice bldg., etc.) 
.. 9 atwark C] otwark OJ 


21. 1 certify that (I} (this hose Ler" the deceased fram , 19__, that (I) (we) last 
saw the deceased alive an i, and that death accurre us é ° z fram causes and. an the date stated abave. 
2a, SIGNATURE : ee 226. DATE SIGNED 
Pas A) precror KD ps, | 2/2/1967 
‘Dc. PHYSICIAN'S 22d. ADDRES 
“fant Tee Be Mathews, M. D. 9 Greene St.,Cumberland, Md. 


2a. AL aLiseecty 23b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY ‘Bd. LOCATION {City or Tawn) (County) (State) 
REMQYA ) 


MEDICAL CERTIFICATION 


should be fied with the Stote Dept. of Heolth prior to buriol, cremation, or remova 


Poge 4 moy be retoined by the hospit 


TO FUNERAL DIRECTOR: 
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0. REC Tac RAR 
DATE et 
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MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


CERTIFICATE OF DEATH 


= 


£ _“e 
s ees |. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived, if institution: Residence before admission) 
Ss 3628 o. COUNTY ALLEGANY ee, aSTAIE MARYLAND b COUNTY AT IRGANY 
s STS RYLAND 
a = 2 
= eS5 B. CITY OR TOWN (If outside corporate limits, 7 LENGTH OF STAY IN 1b C CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
=< ip 
a toy write RURAL ond give neorest town) 
g pes G DOA FROSTBURG -| 
= ees d. NAME OF HOSPITAL OR INSTITUTION (If not in hospitol, give street oddress) d. STREET ADDRESS @. 1S RESIDENCE 
= se or) rae ON A FARM? 
ewes i MINERS HOSPITAL 28 BEALL'S LANE ves C] no X) 
= Sars 
cSt f= = 7 NAME OF First Middle Tost 4. DATE Month Doy Year 
2 eos Eiipe or pent SALOME LA RUE beat FEBRUARY 12, 1» 67 
= (@5 5 (Type or print) ’ 
2 Bef $. SEX @ COLOR OR RACE | 7. MARRIED [—] NEVER MARRIED [-]] 8 DATE OF BIRTH 9 KGE fn < un TER r 
3 > lonths | Doys in. 
Beer FEMALE WHITE wipowed XJ pvorco []|DEC. 1, 1891. to eae i 
. 2 100, USUAL OCCUPATION (Give kind of work done Tob. KIND OF BUSINESS OR TI-BIRTHPIACE (County & Stote, or foreign country) To. CITIZEN OF WHAT 
2 KesNT Cotte) PASRMRY FACTORY MARYLAND UNS k's 
‘By Pee, ©. = : 
g fas 13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
b 4 = 
S 23 8 WASHINGTON WARNER NANCY ENGLE 
£ £ 8 TS. WAS DECEASED EVER IN U.S. ARMED FORCES? 6. SOCIAL SECURITY NO. | 17. INFORMANT Address 
ee ere (Yes, no, or unknown} |({f yes give wor or dotes of service)} 
& Ses R17=14=4530 PAUL LA RUE, FROSTBURG, MD. 
3 
£ 3c8 18. CAUSE OF DEATH (Enter oniy one couse per line for (0), (b), ond (c), . INTERVAL BETWEEN 
- £52 PART I. DEATH WAS CAUSED BY: : J ; Bi ONSET AND DEATH 
SB. >86 iY) | INMEDIATE CRUSE (0) cute a PUZY4 Argzcti ov 
no Se. AO DUE 10 . 
ee ae ee a 
£ a8 y Conditions, if ony, which gove (b) Gs RON AAR 7. A rteey Drs E4SE 
oa P22 tise to immediote couse (0), DUE To . 
fc oecas stoting the underlying couse : - : D 
22 S22 Ch hea a ERioscheertic Yewet Disrase 
ean See PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o} 19, WAS AUTOPSY 
ES ees y) S oo oe PERFORMED? 
e ase Qe Re 
e5 256 A158 yes [-] NO XX) 
zs £52 = a SD eee 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
Sse=ts & | OR CONTRIBUTING LI CAUSE OF DEATH 
Besse © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
ee oes S [20 TIME OF INJURY Month, Doy, Yeor 70d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 201. (City or fown) (County) (Stotey 
& 2EBO 8 Hour o.m. While Not While foctory, street, office bldg., etc.) 
2 9 
= ae £ be .m, u ot work ot work 
Qa 21. | certify that (I) (this haspital) attended the deceased fram 72 —-P — ,19CG, to P= f2 = , 19S that (I) (we) last 
e = 2 g3e saw the deceased alive an__2 = // — 19_4 7 and that death accurred at 2 2&4, fram causes and an the date stated abave. 
EsO8e 7 
<ZEGhe To. SIGNATURE ; 
ATTENDING MED. STAFF 

et oe MD. PHYS OH pirecror 1 pis, OO} 2//73/6 
SSa28 _ - - 
33> ee 20. PHYSICIAN'S 22d. ADDRESS 
Besos | waNe(ype} = A, PATGE STRONG, M. D. £<. Maww St- 

w So 
$ 3S = a3 230. BURIAL, CREMATION, 2b. DATE THEREOF Dac, NAME OF CEMETERY OR CREMATORY Bd. LOCATION (City or Town} (County) (Stote} 

2 ecif 
ec ore BAG | ppp. 75 167 | GREENVILIE CEMETERY POCOHONTAS, PA 

"a. 7A. FUNERAL DIRECTOR ADDRESS 250, RECD BY REGISTRAR 2b. REGISTRARS SIGNATURE 

VR ANS (4) 

YR ANS 4 JOSEPH R. DURST, SR., FROSTBURG, MD. oEB 16 1967) 4CHordag Nectga 
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Vi) 
Ei 


bon papers. Pages 1 and 


in any event, within 72 hours after death. 


ase remove cai 


oy 


mit. Thi 
cremation, or rem! 


transit per 


d with the State Dept. of Health prior to burial, 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and completely filled in by the funer: 


director, page 3 should be detached for use as the burial- 


should be file 
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15M 4-64 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


81576 CERTIFICATE OF DEATH 


1. “PLACE DF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence tefore admission) 


aaa. Allegany ahd a. STATE Ma, b. COUNTY 411 esany 


b. CITY OR TOWN (If outside cor, prate limits, ©. LENGTH OF STAY IN 1D || c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
at le RURAL bas give nearest town: 
Westernpor 3 Wks. Barton 4) 


Ol) 
NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) || d. STREET ADDRESS @. 1S RESIDENCE 
ON_A FARM? 
211 Hammond ves] no[X] 


- NAME OF First Middle Tast 4. DATE Month Day ‘Year 

(ype or print) Dennis Lashbaugh peatH Febe 1 1967, 
5. SEX 6. COLOR OR RACE | 7, jaRRieD fe] NEVER MARRIED] | & DATE OF BIRTH 3. RETIN ah TFUNDER 1 VEAR|IF UNDER 24 HRS, 

ay) ) Months | Days | Hours | Min. 
Male White wiooweo [] __oivorcent]| sept 14, 1895 a ode | 
10a, USUALOCCUPATION (Give Kind of work done] 10b. KIND OF BUSINESS OR Tl. BIRTHPLACE (County & State, or foreign c To. CITIZEN OF WHAT 
Se EE eis of working life, even If retired) OUST Coy eae ent COUNTRY? 
Coa ne Allegany—Maryland U.S.A. 
TB. aa NAME 14, MOTHER'S MAIDEN NAME 
Jacob Lashbaugh Laura V. Preston 

15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYNO, | 17. INFORMANT Radress 


(Yes, no, or unkown) fo. eae 14610 163756 Tiecabelle Lashba: he Barton, Md. 


no 
18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).7 INTERVAL BETWEEN 


PART |. DEATH WAS CAUSED BY:  Sorkencteneentermsiex Coronary occlusion Se 


IMMEDIATE CAUSE (a). 


H20 | DUE TO 
Conditions, If any, which 0) Coronary sclerosis lyr 
gave rise to Immediate DUE T0 
cause (a), stating the + 5 
Take vice beaea ae »__Arteriosclerosis (general) 5 yrs 


( 
PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TOTHE TERMINAL DISEASECONDITION GIVEN INPART 1(a) | 19. re AUTOPSY 
OR CONTRIBUTING [7] CAUSE OF 


ERFORMEDZ 
ial NO 
DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm,| 20f. (Clty or town) (County) (State) 
Hour a.m. While factory, street, office bidg., etc.) 


Ne 
19 at work} at t ote Oo 


21. | certify that (I) (this hospital) attended the deceased from_ Apri] , 1963, to_1_Feb _, 167 _, that (1) (we) last 
saw the deceased alive on 67, and that death occurred at_92 30pm the causes and on the date stated above. 


22b. DATE SIGNED 
aot I uo AIP" oy Sioee SAE Oo 
AN}. Norman Reeves, M.D ‘eg Weternport, Md 


20a. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury in Part I or Part U1 of Item 18.) 


MEDICAL CERTIFICATION 


23a. BURIAL, CREMATION,| 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY | 23d. LOCATION (City, town or county) (State) 


BRNeVAL 5001) > 1a. /67, Mt. View Moscow Mills Md. 
24. FUNERAL DIRECTOR > a ADDRESS ‘25e.— REC'D, BY REGISTRAR SEL es a SIGNATURE 


f SHAK Westernport, Md, 
Vv 
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, 2, and 3 ta 
‘and 2 with the State Departmenf‘af 


Office alang with farm PM3. Page 


Item 18. Give Pages 


event within 72 haurs after degth 


@) 


the funeral directar. Page 4 shauld be farwarded to the Chief Medical Exam 


necessary, please execute the certificate, writing the ward “pending” in pei 


5 may be retained far yaur files. 
TO FUNERAL DIRECTOR: Page 3 should be used as a burial-transit permit. File 
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or remaval, and | 


Health ar its designated agent, priar ta burial, cremation, 
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MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


61575 MEDICAL EXAMINER’S CERTIFICATE OF DEATH 01572 


|. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived, if institution: Residence before odmission} 


o. COUNTY STATE b. COUNTY 
Alleg MARYLAND | * 0" Maryland Allegany 


b. CITY OR TOWN (If outside corporate limits, c. LENGTH OF STAY IN Ib « CITY OR TOWN (If outside corporate limits, write RURAL and give nearest tawn) 
write RURAL and give neorest town) 


Cumberland 6 Weeks Cumberland 


a. NAME OF HOSPITAL OR INSTIT i f a. STREET ADDRESS eB RESIDENCE 
INSTITUTION (If not in hospitol, give street oddress) BS RPIDENE 


Memorial Hospital 521 Shriver Avenue vets [} no Be) 


|. NAME OF First Middle Lost | 4. DATE Month Doy Year 


DECEASED , F OF 
{Type or print) Virginia Estella Lillard pity February ll» 67 
5. SEX 6. COLOR OR RACE 7. MARRIED ie} NEVER MARRIED oO B. DATE OF BIRTH 9. AGE (i yeors FUNDER 1 YEAR} IF UNDER 24 HRS. 
lost disthday) {Months | Doys | Hours | Min, 


Female White WIDOWED vwvorce) [)| October 22,1900 Y's. 


during most working jife, even if retired) INDUSTRY COUNTRY ? 
ousekeeper Home Maryland 


13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


John H. Reed Myrtle Krause 


1S. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT Addr ; 
Cesge ar unknown) (\f yes give wor or dotes of service)} st a LS Dirk Street 
fo) 220-52-966 | Wm Harry Lillard Cumberland, Md 


10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (Stote or foreign country) 12 CITIZEN OF WHAT 


1B CAUSE ‘OF DEATH (Enter only one couse per line for (0), (b), ond (c).) INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: 
WMEDRASC CUBE (6) Coronary Occlusion, Left pays 


DUE 10 
Conditions, if ony, which gove (6) Coronary Sclerosis -- 
rise to immediote couse (0), DUE TO 
stoting the underlying couse 
last. (] 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0) 19. AOE 
YES 


Fracture of left Hip no [J 


7a, TERT CAUSE WG We. DESCRIBE HOW INTURY OCCURRED. (Enter noture of injury in Por | or Part Il of item 1B) 

R or 

CAUSE OF DEATH. Fell at home 

Zc TNE OF OUR Month, Doy, Yer 7Od, INIURY OCCURRED | foe. PLACE OF MUURY (Home, form, | 20h (City or town) (County) Broie) 


oO" om, 1 Xb : tle: oO Nal Wie 5 Home street, office bldg., etc.) Cumberland Alleg + Ma, 
21.1 certify that | taok charge af the remains described abave, held an Autopsy (KJ, Inspection (Inquiry XJ]. and in my apinion 
death resulted : Natural causes Accident JJ, Suicide ([], Homicide [], Undetermined monner (ea 

x = , CHIEF MEDICAL EXAMINER {_] 
AOA ee d ASSISTANT MEDICAL EXAMINER [7] 22 DATES 


pePury mepical examiner (& Behruary 11, 1967 
Rane tle] Benedict Skitarelic s M.D. Address eerie ae or oufumb ex Nas . Ma i 


230. BURIAL, CREMATION, 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY | 23d. LOCATION (City or Town) (County) (Stote} 


Bae be/ah/67 Hillcrest Burial Park Cumberland Allegany Maryland 


24. FUNERAL DIRECTOR ADDRESS 250. RECD BY REGISTRAR 2Sb. REGISTRAR’S SIGNATURE 
ce 
H. Lee Silcox Cumberland, Maryland 21502 _|om FOB 14 


MEDICAL CERTIFICATION 


MARYLAND STATE DEPARTMENT OF HEALTH 
1 Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


: CERTIFICATE OF DEATH 01573 


Pers |. lhe fh 

ee 3 1. PLACE OF DEATH 2. USUAL RESIOENCE (Where deceased lived, if institution: Residence before admission) 

S53 0. COUNTY a. STATE b. COUNTY 

275 ALLEGANY MARYLAND 

23s bay Saw {if outside corporote limits, | c. LENGTH OF STAY IN 1b © CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest fawn) 

Be hoy ha write ind giye neorest town: 

3a 8 CURBERDARD 9" BD. #3 21 YEARS R.F.D.#3 BEDFORD ROAD, CUMBERLAND 01-) 
* es 4. NAME OF HOSPITAL OR INSTITUTION (IF not in hospital, give street oddress) d, STREET ADDRESS o. S RESIDENCE 

a py mt if 

Zee CO| BEDFORD ROAD BEDFORD ROAD vs [) Np) 

‘=e = 7. NAME OF First Middle Tost Day Year 

$2 OECEASED ‘ 

Boe (Type or print) ALMA RB 9 

Eo? 5. SEX 6 COLOR OR RACE | 7. MARRIED [7] NEVER MARRIED []| 8. DATE OF BIRTH REE (In vay UNDER YEAR _[ IF UNDER 24 Juss 

Bah FEMALE WHITE winoweo 4472 pivorceo []} DEC.10, 1883 el “i 

443 2 ¥ 

63 2 1Go, USUAL OCCUPATION Give kind of work done Tob. KIND OF BUSINESS OR TT. BIRTHPLACE (County & Sfote, or foreign country) 12. CITIZEN OF WHAT 
nts during most of warking lite, even if retired) INDUSTRY COUNTRY? 
25 HOUSE TT) NONE. MARYLAND USA 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


P 


And thot death occurred at_3_DeM, from couses ond on the dote stoted obove. 
7b. OATE SIGNED 


Feb. 13, 1967 


sow the deceosed alive on Feb, 12th 19 67 
Ri : 


No. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires thot the death certificote be executed within 24 hours ofter deoth. 


oe 
za (=) 
fe 
se s MICHAEL S. TWIGG JENNIE "MIDDLETON" TWIGG 
a es ce ee ReF-DEAPS, BENEORD ROAD 
5 CUMB 
g&e 1h-05-7961D |_} RYN_TEWELL py MD, 
SS as 1B. CAUSE OF DEATH (Enter only ane couse per line for (a), (b), ond (c).) re ore 
£3e PART |. OEATH WAS CAUSED BY: . 2 t a 
a =85 , IMMEDIATE CAUSE (o) Chronic Congestive Heart Failure 
gees 4 OUE TO 
Sse6 Conditions, if ony, which gove () Myocardial Infarctions, old and recent 
:S.. 232 iz tise ta immediote cause (0), DUE To 
a stoting the underlying cause A " 5 
2 Ses ati a ()__Hypertenstve and Arteriosclerotic CVB 
a = 
B3S5 cz | PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART (0) 19. WAS AUTOPSY 
of Se aS a 
2 2 Xz ves] No FH 
5 27's Ss Ede 
7, Lo x = 200. ACCIDENT WAS UNDERLYING (). ‘20b. OESCRIBE HOW INJURY OCCURRED. (Enter noture af injury in Part | or Part Il af item 18.) 
S=—55 & | OR CONTRIBUTING CI CAUSE OF DEATH 
Sss2 © | (IFEITHER, NOTIFY MEDICAL EXAMINER) 
fuse 3 Pane. TIME OF INURY Month, Doy, Yeor 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (State) 
2=20 2 Hour o.m. While Not While foctory, street, office bldg., etc.) 
5s Se 2 p.m. 19 of work O ot wark O 
aa 21. I certify thot (I) (this hospital) ottended the deceased fjom_ May 10 , 1908_, to Heb Leth | 19_Of that (|) (we) lost 
Sgse 
2eee 
fawn, F 
o-Ps 
2ese PHYSICIAN: = U 72d, ADDRESS 
ze°2 | NAME (Type) DR. WYAND F. DOERNER, JR. 41h N. MECHANEC ST. CUMBERLAND, MD. 
wso 
a s 2 3 2a. BURIAL, CREMATION, 2b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 2Bd. LOCATION (City or Town) (County) (Stote: 
Sees R ify) 
fone o Neary 15 Feb. 1967 | HILLCREST BURIAL PARK CUMBERLAND ALLEGANY MD 
= { 7 ¥ 
q 24, FUNE RE: ADDRESS 2a. RECD BY REGISTRAR ‘2Sb. REGISTRAR'S SIGNATURE 
ve As HOMER STLcOx Oh DECATUR STERET FEB 15 {967 etordey 
S acueses YMBERLAND, MARYLAND DATE : 


ee ) MARYLAND STATE DEPARTMENT OF HEALTH 
Pa Division af STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


f me CERTIFICATE OF DEATH 
~ PLACE OF DEATH 7. USUAL RESIDENCE (Where deceosed led, # =a 44 Before odmission) 


ca 


tise to immediote cause (0), 


soon he hth CA Bi dink wheal As 


« 
r=] 
cs 855 COUNTY STATE b. COUNTY 
Mi a7 a. a. . 
5 S-8 ALLEGANY MARYLAND PENNA. BEDFORD 
Se 3s b. CITY OR TOWN {If autside carparate limits, ¢. LENGTH OF STAY IN Ib CITY OR TOWN (lf outside carporate limits, write RURAL and give nearest tawn) 
Bs =8ey write RURAL iy Hy ran town) 
€ 208 CUM AND 11_DAYS RT. 3, BEDFORD, PA. L5=4 
- = ess d. NAME OF ag 5 ae {if not in hespital, give street address) 4. STREET ADDRESS @. BRESIDENCE 
ss ~ ae 4 
3 Bes Dt MEMORIAL HOSPITAL ves &) no (1) 
= S55 ~ 3. NAME OF First Middle Lost 4. DATE Month Day Year 
2 B26 Pipe of print) ELSIE Me LLEWELLYN | Stam FEB. 23 » 67 
2 Fag f 5. SEX 6 COLOR OR RACE | 7. MARRIED [~] NEVER MARRIED (—]] 8. DATE OF BIRTH a AGE Th oa TF UNDER | YEAR R CARS 
=) 2 05 10) in. 
aye FEMALE | WHITE | woowo 2 ovorco C]| 8-5-90 ith 
3 
eas 1a USUAL OCCUPATION | (Give kind of bee dane TOb. KIND OF BUSINESS OR TI. BIRTHPLACE (County & State, ar fareign country) 12, ze oF WHAT 
= <2 veg OSE eee par” ge jet INDUSTRY 
2 588 ome MD. UsSeAs 
S&S te 13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
=e <£ 
Ss Be WILLIAM MATTHEWS ANNIE LOWERY 
ete 6 i. WAS DECEASED BE a US; ARMED FORCES? T6, SOCIAL SECURITY NO. | 17. INFORMANT Address 
x $0, OF UNKNOWN, $ give wor or dotes of service)} 
3 fe No"” Rae 205-30- 220 MEMORIAL HOSPITAL CUMBERLAND, MD. 
3 
£2 32 18. CAUSE OF DEATH (Enter only one cause per line ] INTERVAL BETWEEN 
_ £3 PART |. DEATH WAS CAUSED BY: ‘. Ps = Ea ONSET AND DEATH 
2256 2-7 2 | MMMEDIATE CAUSE (0) 
s=3s 
525 
Ed 
= 
& 
= 
= 


a DUE TO 
e Stating the underlying couse _ th, Se 
= 0 KCbheene 2) LC; eect, 
R 19. WAS AUTOPSY 
3 zz | PART I. OTHER SIGNIFI ny CONTRIBUTING TO DEATH B WAS NITOPS 
Pay, = Lice OLY é ves (No M1 
s <= [ 200. ACCIDENT WAS ees DOW DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in ort | ar Port lof tem 18.) 
i ‘S 7 OR CONTRIBUTING CJ.CAUSE OF DEATH 
s S [(IFEITHER, NOTIFY MEDICAL EXAMINER) 
2 S [20c. TIME OF INJURY Month, Day, Year 20d. INJURY OCCURRED We. PLACE OF INJURY (Home, form, | 20f (City or town) (County) (State) 
= I Hour a.m. While Pie factory, street, office bldg., etc.) 
3 at ork LI ork ve A 
= 2.1 ang haf (I) (this — fe) se he = from LIL G2 , , ta oe , 19/ that (I) (Ye) last 
se saw the deceaseq-dlive op A ond that death accurred] 4:00AM, fram Causes and an the date stated Sbgve. 


x CAS, LAL w BD Sow 0 BE O ed) 


PH Les 724, ABDRASS 
WANE (Type) DR. “OVERTON H ELWRIGHT CUMBERLAND, MD. 


: 230. BURIAL, CREMATION, 2b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION {City ar Tawn) {County} (State) 
/ BMT = 12/26/67 Sunset Memorial Park Cumberland Allegany Maryland 


shauld be filed with the State Dept. af Health priar to burial, crematian, or removal, and in an’ 


Page 4 may be retained by the hospital or attending physician. 


=o TO FUNERAL DIRECTOR: 
director, page 3 shauld be detached far use as the burial 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


24. FUNERAL DIRECTOR ADDRESS 2S0. RECO BY REGISTRAR ‘2Sb. REGISTRAR’S SIGNATURE 


He Lee Silcox Cumberland Maryland 21502 __|om FEB 28 1967 2% onlay Quee 


“a 
= 
P= 


p< 


Page 4 may be retained by the hospital or attending physician. 


TO FUNERAL DIRECTOR: After this certificate has been si 
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‘ornpletely filled in by 


iS: 


He funeral 


at, within 72 hours aft 


arbon papers. Pag 


le 


“ 


attending physician ai 
ransit permit. Then please r 


cremation, or removal, and 


ed by the 


director, page 3 should be detached for use as the buri 
should be filed with the State Dept. of Health prior to burial, 


VR AIS (4) 


20M 
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MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF, STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


91578 CERTIFICATE OF DEATH 


a: Ld Dr DEATH 2. USUAL RESIOENCE (Where deceased lived, If institution: Residence before admission) 
Allegany a. STATE b. COUNTY 


MARYLAND Maryland Allegany 
b. CITY OR TOWN (if outside corponnte limits, c. LENGTH OF STAY IN 1b || c. CITY OR TOWN (if outside corporate limits, write RURAL end give nearest town) 
write RURAL and glve nearest town) 


Cumberland Cumberland ] 


t= 
d. NAME OF HOSPITAL OR INSTITUTION (If not in hospital, give street address) || d. STREET ADDRESS e. ils Jes 


Sacred Heart Hospital 15 N. Chase St, yes] nol 


. NAME OF First Middle Last 4. DATE Month Day Year 
DECEASED 


OF 
(Type or print) Mary Agnes Maguire DEATH 2 Ly 19 67 
3. SEX 6. COLOR OR RACE | 7, waRRIED [-] NEVER MARRIED[]]| ® ATE OF BIRTH 9. AGE (in years [if =| ban | Hw 


Female Waite | wioowe€] —_ivorceot]| ‘11=1-95 “TL ws a eg es 


during most of working life, even If retired) 
Housewife Own Home Little Orleans, Md. USA 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


John Keifer Margaret Fahey __ 


10a. USUAL OCCUPATION (Glve kind of workdone| 10b. KIND OF BUSINESS OR TI. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
INDUSTRY, COUNTRY? 


15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SDCIALSECURITYNO. | 17. INFDRMANT Address 
(Yes, no, or unkown) | (if yes pive war or dates of service} S 
patient's chart 


18. CAUSE DF DEATH [Enter only one cause per line for (a), (b), and (c).1 INTERVAL BETWEEN 


4 . = ONSET AND DEATH 
PART |. OEATH WAS CAUSED BY: fy bvrteor0f Chthec Porie i, fbr KEIR | ee 


Conditions, if any, which Ae icceebe.s fas Hee? (Pretecag 10 BH Gh: 


gave rise to Immediate 


cause (a), stating the Hej fevfeaoe+ Kea Prsege-e i) Gy 


underlying cause last. = 
PART I. OTHER SIGNIFICANT CONDITIDNS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN INPART l(a) |19. WAS AUTDPSY 


Warttep he Qire, 4 Tha Qeuin 2 Weornes abdlitent | At wesbracts 7 oa. PERFORMER?, 
: / ves} NO, 
moa acct Was UNDERTING 20D. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part I of Item 18.) 

DR CONTRIBUTING [1] CAUSE Df DEATH 


(IF EITHER, NOTIFY MEDICAL EXAMINER) — 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, farm,| 20f. (City or town) County) (tate) 
pee ar While py Not While.,—,|_ factory, street, office bidg,, ete. = 
p.m, at work |_| at work 
7 


21. | certify that (I) (this hospital) attended the deceased from. 19.57, to , 19%, that (1) (we) fast 
saw the deceased aliye Meta. 0 and that death occurred at_____M, from the causes and on the date stated abpve. 
22a. SIGNATURE 22b. DATE SIGNED 
hae wo. She Da Bittoron OMe ol 2 er 
| mein §«=— SS @ WEISMAN WO | BY GREENE ST CoecB&eeAW Oo (1D 


23a. BURIAL, CREMATION, 23b, DATE THEREOF 23¢c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 
Burial” |Feb.17,1967 | St. Mary's Cemetery Cumberland ,Ma. Allegany 


MEDICAL CERTIFICATION 


24. FUNERAL DIRECTOR ADDRESS 25a. REC’D BY REGISTRAR] 25b. REGISTRAR’S SIGNATURE 
F. Scarpelli, Cumberland,Ma. a SE 


nf? hours after dey th 


apers. Pages | an 


ii 


ban 


and in any event, Wi 


ysician and completely filled in by the funeral 
lease remave car 


pt 


rematian, ar remava 
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directar, page 3 shauld be detached far use as the bur 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


af 
\ M) 915729 CERTIFICATE OF DEATH 
1. PLACE eee 2. USUAL RESIDENCE (Where deceosed lived, if institution: Residence before odmission) 
a. COUN ALLEGANY Al o. STATE MARYLAND b. COUNTY , 7 
B. CHY OR TOWN (If outside carparate limits, © LENGTH OF STAY IN Tb © CITY OR TOWN (If autside corporate limits, write RURAL ond give nearest tawn) 7 
write RURAL apd ais eae IR) 7 DAYS CUMBERLAND Pi-) 
4. NAME OF HOSPITAL OR INSTITUTION (IF nat in hospital, give street address) &. STREET ADDRESS oR RBIDENE 
MEMORIAL HOSPITAL 600 SHRIVER AVENUE ves [no fy 
3. NAME OF First. Middle Last Doy Year 
pe REBECCA MARX | ees FEBRUARY 22). niGg 
SEX 6. COLOR OR RACE | 7. MARRIED JR] NEVER MARRIED [-]] 8. DATE OF BIRTH % ROE (In years [-TFUNDER T YEAR TE UNDER 24S. 
FEMALE | WHITE wow F] —oworeo Fj] 5-31-1893 73 bet penis | area nha i 
Oo, USUAL OCCUPATION (Give kind ee 106. jaf TE OR TL BIRTHPLACE (County & State, or aa V2, CTZEN OF WHAT 
luring mi r retires is 2 
HOUSEWIFE LITHUANIA PSeAg 
13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
HAROLD FINE FLORENCE ROSENTHAL 
1S. WAS DECEASED EVER NUS. ARMED FORCES? | 16. SOCIAL SECURITY NO. | 17. INFORMANT ‘Address 
(Yes, no, ar unknown) |[If yes give war or dates of service] MEMOR i AL HOS >) { TAL ‘s CUMBE RLAN D, MD > 


INTERVAL BETWEEN 
ISET AND DEAT) 


18. CAUSE OF DEATH (Enter anly ane couse per line for (a), (b), ond (¢)) 
PART |, DEATH WAS CAUSED BY: gs 


IMMEDIATE CAUSE (a) ateye Kent fetes 
y / DUE TO > a 
Conditions, if ony, which gave Sepptadest Lfrelrn ae & pled eZ ; 


fise to immediate cause (a), tb) 


stoting the underlying cause DUE TO Ap 5S Ondroreentr puted 2 


best. a 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{o) 19. Te REET. 


chat ves[_] no J 


‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | or Part Il af item 18.) 
p.m. 9 


JURY OCCURRED 20f. (City ar town) (County) (State) 
Nat While foctary, street, affice bldg., etc.) 
ot wark O at wark oO 
21. | certify that (I) (this Konya) gina ita the deceased fram 4 &Ze. WE to AA Fed. 192 7thot (1) (we) lost 
saw the deceased alive on_&/ /=@F- 19 , and that death occurred at 228, ffero ‘chyses ‘ond.on the datesstatedsabove! 
220. SIGNATURE 
A typ2, 
PAYSICIAN'S 72d, ADDRESS 
CENTRE S 


NAME(Type) DRS W.A, VAN ORMER L22_S, 


Bo. a CREMATION, ‘2b. DATE THEREOF 23c. NAME OF eee OR CREMATORY C LOCATION {City or Town} (County) (Stote} 
REMOVAL (sped) 2/23/61 | &est View Coméficy | Cumberland Hlepaug Vad- 


24. “FUNERAL ark ADDRESS 250. REC'D BY REGISTRAR ‘2Sb. REGISTRAR'S SIGNATURE ¥ 


Lows dh Gre. Cumtbet aud nd. DATE 5 es 


‘20a. ACCIDENT WAS UNDERLYING C) 
OR CONTRIBUTING Ci CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF ‘ius Month, Day, Year 
Hour o.m. 


MEDICAL CERTIFICATION 


ATTENDING MED. STAFF Be DEY» b 
pays, (ET pirecror C) pas. OO 


me. 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


ee eee 
1/17) 


LY 
_—FOR STATE. 


01520 MEDICAL EXAMINER’S CERTIFICATE OF DEATH 2 4 
HEALTH DEPT. fi. PLAGE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 


a. STATE b. COUNTY 


MARYLANO 


gave rise to Immediate 
cause (a), stating the ( DUE TO 


underlying cause last. (c). 


SES £5 eeny. Maryland — os mats whee aati 
oe os b. CITY OR TOWN (If oltside corporate limits, c. LENGTH OF STAY IN 1b |, c. CITY OR TOWN (If outside corporate limits, write RU! and-glye nearest town) 
PRS = Es write RURAL and give nearest town) ih 
ou 2505 aVale Maryl and Ofte 
@: se d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give Street address) || d- dal ADDRESS 6. yee 
oe 
— OO 2 
ame S8- aVele Ma, ___||_ 539 National Hwy, ves)_nobd 
20. = 
a = NAME OF First Middle Last 4, DATE Month Oay Year 
TS ba DECEASED oF 
Paz ay (Fype or print) Lee Be Mathews DEATH 19, 
wie BE 5. SEX 6. COLOR OR RACE |7. MARRIEO ’] NEVER MARRIEO[] | & DATE OF BIRTH SAGE (In years TPUNOERTYERR awe eit 
=a 38 == last birthday) [Months | Days | Hours | Min. 
Bae ak WIDOWED [7] olvoRcEC [~] 15. yrs. 
oes 
$*S 2S 10a. USUAL OCCUPATION pang TD 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT 
~S2e 8% during most of working life, even If retired) INOUSTRY COUNTRY? 
sz raf 
£5n Tp Medical Dector Doctor _______| Maysville Ga, ___' U,@, A. ——_ 
ose 3s 13. FATHER'S NAME 14. MOTHER'S MAIDEN NA 
‘sd ie 
5 ne 
BEe nani 
258 oz William “Asbury nM arrie Rosa Porter 
s=E E Ss 15. WAS DECEASEO EVER INU.S. ARMEDTORCES? | iv. Suciat SECURITY NO, 17. TRFORHAT” \ddress 
Neco a (Yes, no, or unkown) | {If yes glve war or dates of service) 
nv 
Ss. Sa a. Mrs, Carrie Mathens 539 National_Hwy, —__ 
gs 18. CAUSE OF OEATH [Enter only one cause per line for (a), (b), and (c).] gy as 
‘pt PART |. DEATH WAS CAUSEO BY: ORON, | SUDDEN 
G5 IMMEDIATE CAUSE (a) C JARY OCCLUSION 
&s 4 QUE TO 
38 Conditions, Hf any, which () CORONARY SCLEROSIS — 
#5 
Pad 


MINER: This certificate should be executed wit! 


Se 

es 

ear) 

ye 

38 

ecu 

a3 

‘-< 
Ez 
eo iE & | PART Il. OTHER SIGNIFICANT CONOITIONS CONTRIBUTING TO DEATH BUT NOT RELATEO TO THE TERMINAL OISEASE CONDITIONGIVEN INPART1(@) 19. “WAS AUTOPSY 
eo vs o|e coil tt Ma EL 2] 

gf fs 715 vsf) vo 

w= 25 © |"20a. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURREO. (Entar nature of Injury In Part | or Part Il of item 18.) 

£3 2s & | PRIMARY () or CONTRIBUTING C) 

ee 35 {i | CAUSE OF DEATH. 

-= Ze % [20c. TIME OF INJURY Month, Oay, Year | 20d. INJURY OCCURRED | 206. PLACE OF INJURY(Home,farm,| 20f. (City or town) (County) (State) 

25s 2m 4 Hour a.m. factory, street, office bidg., etc.) 

g- 7 8 os While maw While oO 

e2 gy S Rul 19 at work at work 

Sz as 21. | certify that | took charge of the remains described above, held an Autopsy [_], Inspection fy], Inquiry [JX], _ and in my opinion 

8Sa85 : ind . 

efees death resulted from: Natural causes Accident [—], Suicide [_}, Homicide [_], Undetermined manner [“] 

=oseF 7 yo CHIEF MEOICAL EXAMINER [_] 
Ss2ese2 Sravaton .o, ASSISTANT MEDICAL EXAMINER [—] 22, DATE SIGNED 
err a. SIGNATU! .0. 
=sc5 15 ho OEPUTY MEOICAL EXAMINER K] Februery 20, 1967 

= 

E ons 3 ts eer BENEDICT SKITARELIC, M.D. Address (Street, city, town, or count{$}UMBERLAND, MARYLAND 
H8os p= 23a. BURIAL, CREMATION,| 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 
assets REMOVAL (Specify) 
i = iu 


24. SUNERAL DIRECTOR 2/23/67 Hillereat Burial Park.—~ Cum! 
ua Ahein dae, 7 fasdeuct Af, 


Wy an 
» REGISTRAR’S SIGNATURE 


a 
ges 1 ond 2 ,- 


y the funeral 
within 72 hours after d 


Pa 


Then please remave carban papers. 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division ea RESFARCH ANE ND RECORDS, 3 ri ens STREET, BALTIMORE, MARYLAND 21201 


01584 CERTIFICATE (OF DEATH 01578 
|. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived, if institution: Residence before odmission) 


0. COUNTY Alle gany o. STATE Maryland b. COUNTY Allegany 


igned by the attending physician and campletely filled in b 
-transit permit. 


The law requires that the death certificate be executed within 24 hours after death 


After this certificate has been si 


i 


MARYLAND 
bay OR TOWN Fo Outside corporate limits, © LENGTH OF STAY IN 1b © CITY OR TOWN (If outside corporote limits, write RURAL and give nearest a 
it st fas 
ate RUA cae ie eager 6/8/1913 Cumberland 4} 
d. NAME OF HOSPITAL OR INSTITUTION (IF not in hospitol, give street oddress) a. STREET ADDRESS &: BS RETDENCE 
ON A FARM? 
Allegany County Infirmary ae es = ves [J nO2K] 
3 NEO First Middle Lost Year, 
EASED 
cocoa John Mavinick DE February 19, OT 
S. SEX § COLOR OR RACE | 7. MARRIED (] NEVER MARRIED {] | 8. DATE OF BIRTH ig. ace Tn yeors {eURDBE TERE i UNDER 24 is 
1 i 
Male White wiooweo [] ovorclo []} UNKNOWN i gi (Na te 
Wo, USUAL OCCUPATION (Give kind ‘of ork done 106. RITE Ses OR 11. BIRTHPLACE (County & Stote, or Foreign country) 12, CITIZEN OF WHAT 
uring rking lite, even if retired) INOU 
WORE None UNKNOWN GRNGwn 
13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
UNKNOWN UNKNOWN 
Ki UST SR CTS AT FORCES? Té. SOCIAL SECURITY NO. 17. INFORMANT» Oe BO a9 wa and, Md. 
es, yes give wor or dotes of service! aes 
CHR NONE Allegany County Tole . revords. Pag. 
18. CAUSE OF DEATH (Enter only one couse parjine for (0), (b}, ond (0) ———=> — ¢_ INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: py? : bp 0.¢ ZDONSET AND DEATH 
IMMEDIATE CAUSE (0) CAGE Opa dt. é. Ad) GA gecerr pz Laat’ A 
i DUE TO Ctbezc. ec ee Je b»Ce 
Conditions, if ony, which gove (Sip me AEP? 2 home; te 
tise to immediate couse (0), i Ce tltraL phe, KA y 
stoting the underlying couse DUEFO . a a ce (Ze ae o 
> wfeerd Keck kesd feof oar 
| PART I OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o) MS ob at 
= Ses ? 
LZ ves] No (] 
3 
= [[ 200. ACCIDENT WAS UNDERLYING CJ 205, DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18) 
& | OR CONTRIBUTING CI CAUSE OF DEATH 
& | (IFEITHER, NOTIFY MEDICAL EXAMINER) 
3 20c. TIME OF pect Month, Doy, Yeor 20d. INJURY OCCURRED ‘20e. PLACE OF INJURY (Home, form, 20. (City or town) (County) (Stote) 
£ Hour o.m. wile Not While foctory, street, office bldg,, ete.) 
19 ot work LJ ot work oO 


i) a nded the deceased fram_O/O/1913 19, ta_ 27197 19 SF that (I) (we) last 
19 , and that death accurred at Aw M, fram causes and an the date stated abave. 


ATTENDING MO. ° STARE 'B/20/1: 
pHs, _-K)_oirecror XK) pws, Ol 20/19 
Te PHYSICIAN’ 724, ADDRESS 

Cumberland, Md. 


MD. 


NAME (Type) Lee B. Mathews, 9 Greene St. 


shauld be filed with the State Dept. af Health prior ta burial, cremation, ar remaval, and in any evant, 


Page 4 may be retained by the haspital ar attending physician. 
directar, page 3 shauld be detached for use as the burial 


TO HOSPITAL OR ATTENDING PHYSICIAN: 
TO FUNERAL DIRECTOR 


3S 
=> 
a 
= 


& 


‘Bo. Hae CREMATION, ‘23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City or Town) (County} (Stote) 
WORRY [pep. 21,1967 |ALLEGANY COUNTY CEMETERY | CUMBERLAND, MD. 


24. FUNERAL DIRECTOR ADDRESS 280. “FEB OY 4g 67 REGISTRAR'S SIGNATURE 
BYRON KIGHT CUMBERLAND, MD. ATE ela ga 


| 


by the funeral 
Pages 1 and 2 


TO HOSPITAL OR ATTENOING PHYSICIAN: The faw requires that the death cert 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending ph 


‘ificate be executed within 24 hours after death. 


2 


ase-Temove carl 


soy 


: 


i 
bon papers. 


ind completely filled 


d with the State Dept. of Health prior to burial, cremation, or removal 


director, page 3 should be detached for use as the burial-transit permit. Then 


should be file 


VR AIS (4) 
1/65 


20M 


and in any event, within 72 hours after death. 


- _ — » ie 
MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 01579 
1. PLAGE pe DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
4 z e. STATE b, COUNTY 
Allegany rey Maryland Allegany 
b. CITY OR TOWN (if outside corporate limits, c. LENGTH OF STAY IN ib || c. CITY OR TOWN (If outside corporate limits, write RURAL end give nearest town) 
write RURAL ane give np ares town) 
CumBberLan Cumberland ; 
d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street address) |) d. STREET ADDRESS 8. alia ee 
4 
Sacred Heart Hospital 146 Hanover Street ves] no 
3. Li AL First Middie Last 4. DATE Month Day Year 
(Iype or print) William Frederick McCormick ari 2 17 1%7 
5. SEX 6. COLOR OR RACE | 7. MaRRIED [~] NEVER MARRIED P=] @. DATE OF BIRTH 9. AGE (In years | IFUNDER 1 YEAR|IF UNDER 24HRS, 
: Sirthdey) [ygonthe T-base (Hours Mie 
Male White wiboweD [J] DIVORCED [7] 11/14/06 | 50 yrs. | ia Nia | zs 
10a, USUAL OCCUPATION (Give Kind of work done | 10b. KIND OF BUSINESS OR Ti. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
during most ¥ signing life, even if retired) INDUSTRY COUNTRY? 
3 Gumbertand, MD. | _U.S.a, __ 
13. FATHER'S NAME 14. MOTHER’S MAIDEN NAME 
Charles McCormick Anna Pleasant 
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT ‘Address 
(Yes, no, or unkown) | (Ifyes give war or dates of service) 
NO 220 17 6855 Patient's Chart 
18. CAUSE OF DEATH [Enter only one cause per fine for (a), (b), and (c).] EE apr, 
PART |. DEATH WAS CAUSED BY: * 2 
IMMEDIATE Cause ey Right Heart Failure day 
< X DUE To 
Conditions, If any, which @__Bronchiectasis 20 years: 
gave rise to immediate 
cause (a), stating the ( DUE TO 
underlying cause last. (c). 
& | PARTil. OTHER SIGNIFICANT CONDITIONS CONTRIGUTING TO DEATH BUT NOTRELATED TO THE TERMINAL DISEASE CONDITIONGIVEN INPART 1(a) |19. Was AUTOPSY 
= Sa SS 
$| Pulmonary Fibrosis Emphysema ves] No fe 
i= | 208, ACCIDENT WAS UNDERLYING [7 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury In Part tor Pert WW of Item 18.) 
& | OR CONTRIBUTING [] CAUSE OF DEATH 
© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
| 200. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) tate) 
a Hour a.m, While Not while factory, street, office bidg., etc.) 
3 
= p.m. 19 at work at work 
21. | certify that (0) (this hospital) attended the deceased from__2 # LL 1 to_Qel7 1967, that (1) (we) last 


saw the deceased alive on_2_ JA _19 67 _, and that death occurred at 2 __M, from the causes and on the date stated above. 
22b. DATE SIGNED 


22a. SIGNATURE st 
Le S. rae wo, PAYS Ns] Binecron C] Brvs. ol Qe1 767 


22c. NS 22d. ADDRESS 
| !) Ralph We Ballin, MD. 62 deeoie St. Cumberland, Mde 21502 


23a. BURIAL, CREMATION,| 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY | 23d. LOCATION (City, town or county) (State) 


REMOVAL (Soeclfy) 


FEB. 20,1967 | GREENMOUNT CEMETERY CUMBERLAND, MD. 
2A. FUNERAL OTREETOR on CUMER Ee fae 2a. REOD BY rag 25b.  RECISTRAR'S SIGNATURE 
an 5 > omEEB 2 1 196. fetorley Nadir. 


“ 


- 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


CERTIFICATE OF DEATH 


ic 
pa: 
ar 
CO 
Bw 


1. PLACE OF DEATH 


a. COUNTY Alle gany 


2. USUAL RESIDENCE (Where deceased lived, if institution: Residence before admission) 
0. SITE Maryland b.couty Allegany 


ges | and 


Pa 
within 72 haurs after deat 


pd completely filled in by the funera 
mave carban papers. 


Then ple 


Mi 
b. CITY OR TOWN (if outside carparate fimits, ¢. LENGTH OF Tice c. CITY OR TOWN (If cutside carporate limits, write RURAL and give nearest town) 
fmbérVand °” 3 7/1/1960 | Frostburg 
d. NAME OF HOSPITAL OR INSTITUTION (If nat in haspital, give street address} d. STREET ADDRESS e. IS RESIDENS 
Allegany County Infirmary 19 tice tes Street | SC] N04 
3. NAME OF First Middle Month ay Year, 
RCEASED Mary McDonald |‘%", February 6, 67 
S. SEX 6. COLOR OR RACE 7. MARRIED z) NEVER MARRIED ® 8. DATE OF BIRTH 9, AGE In years IFUNDER 1 YEAR | IF UNDER 24 HRS. 
Female White | ‘ances ia a q 11/19/ /1875 ot" Bh Months | Days | Hours | Min. 
10c. USUAL OCCUPATION (Give kind of work done 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (County & State, or foreign country) 12. CITIZEN OF WHAT 
Sey Seay aS tublsoper éWsekeeping | Maryland woS? 4 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
John McDonald Alice Halfpenny 


1S. WAS DECEASED EVER IN U.S. ARMED FORCES? __ | 16. SOCIAL SECURITY NO. 17, INFORMANT F’ oO Box 59 om Adare UMS T Terid, Mat e 
(Yes, na, ar unknown) (eee ar dates af service Alle gany County Infirmary viesvale a 


After this certificate has been signed by the attending phys 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 haurs after death. 


Page 4 may be retained by the haspital ar attending physician. 
je 3 shauld be detached far use as the burial-transit permit. 


should be fled with the State Dept. of Health priar to burial, crematian, or remaval, and in any event, 


TO FUNERAL DIRECTOR: 
directar, pa 


x 
35 
2a 
es 
ss 


Sp 


=> 


18. CAUSE OF DEATH (Enter anly ane cause per Ji =a 
PART |. DEATH WAS CAUSED BY: ONSET AND DEATH 
IMMEDIATE CAUSE (0) 


DUE TO 


NO 
@ for {g), (b), ond Dz O Ra, INTERVAL BEWEEN 


Conditions, if any, which gave 


tise ta immediate couse (a), C. i = 
stoting the underlying couse ¢ DUE m 2) aos Y é RF | 


lost. 


= | PART Il. OTHER SIGNIFICANT CONDITIONS ae TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a) 9. i ie 
i=} t 
3 ves] No () 
© | 20c. ACCIDENT WAS UNDERLYING (1. 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Port | ar Port Il of item 18.) 
S| OR CONTRIBUTING C1 CAUSE OF DEATH 
| (IF EITHER, NOTIFY MEDICAL EXAMINER) 
3 20. as! OF INJURY Month, Day, Yeor 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, form, 20f. (City or town) (County) (State) 
s Hour a.m. While Not While factory, street, office bldg., etc.) 
19 at wark oO at work oO 


a1 certify that (1) (this haspital) atfended the deceased fram_L7L7 L960 | 19 
saw the deceased alive an 19___, and that death pccurred_at 
To. SIGNATURE 


to 2/6/1967 19__, that (I) (we) last 
On causes and an the date stated abave. 


PAG. ou Be 7b, DATE SIGNED 
PHYS. pirector B} 2/ 6/1967 
He. PHYSICIANS 7d. ADDRESS 


Nane(iype) TO@ B. Mathews, M. D. Greene St., Cumberland, Md. 


73b. DATE THEREOF Tac. NAME OF CEMETERY OR CREMATORY Tad. LOCATION (City ar Town) (County) (State) 
26 MICHA M ROSTBUR MARYLAND 


2S0. REC'D BY REGISTRAR ‘2Sb. REGISTRAR’S SIGNATURE 


DATE R141 hoe f 


° 
STAFF 
PHYS. 


230. BURIAL, CREMATION, 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


| 9189 CERTIFICATE OF DEATH 1581 


Let S 


['. PLACE OF OFA 2. USUAL RESIDENCE (Where deceosed lived, if institution: Residence before odmission} 
a. COUNTY Al LEGANY nate: 0. STATE MARYLAND b COUNTY ALLEGANY 
b. CITY OR TOWN (If autside corporote limits, . LENGTH OF STAY IN 1b ©. CITY OR TOWN (If autside corporate limits, write RURAL ond give nearest tawn} 
“COUBEREAND °*” | 14 DAYS CUMBERLAND Or-| 
d. NAME OF HOSPITAL OR INSTITUTION (If nat in haspital, give street address) d. STREET ACDRESS e. 1S RESIDENCE 
MEMORIAL HOSPITAL 26 BOONE STREET 5 CF) 0) 
3. NAME OF First Middle Tost 4. DATE Manth Day 


DECEASED OF 
(Type or print) HARRY [a5 MIECHAEL DEATH FEBRUARY 25 
3 SEX & COLOR OR RACE | 7. MARRIED [JX NEVER MARRIEO [}] ® DATE OF BIRTH ASE er yeors  [IFUNDER LYEAR 


MALE WHITE wioowen [J oworeo []| 3-27-1886 a ee | ee 


within 72 hours after death. 


yrs. 
1a. USUAL OCCUPATION ae kind af work dane be KIND OF BUSINESS OR 11. BIRTHPLACE (County 8 State, or foreign country) 12. CITIZEN OF WHAT 


‘rman PPP RED Methinist "RAILROAD WESTERNPORT, MD. Cue A. 


13. FATHER'S NAME 14. MOTHER'S MAIDE ME 
ADA MEASE 


WILLIAM A. MICHAEL 
mgr ee areal OCR.) EMORTAL HOSP1TAL-CUMBERLAND, MD. 


18. CAUSE OF DEATH (Enter anly ane cause per line far mye ®, cand (¢)) INTERVAL BETWEEN 


PART |. DEATH Cae @ / Ag bes / Cle oes { Et yh ET AND DEATH 
DUE TO 
Conditions, if ony, which gave " elu, oh hy Cow Leseatleo Lbree 


tise to immediote couse (a), 

stating the underlying couse DUE TO 
est ty @ 
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{a) 19. ae ey 


yes [-] No 


id campletely filled in by the funeral 
emave carban papers. Pages | and 2 


any event, 


in 


ar remava' 


Tansit permit. TI 


crematian, 


7 
3 
3 
5 
= 
5 
5 
8 
z 
- 
x 
= 
= 
Ea 
2 
3 
5 
3 
8 
3 
® 
3 
= 
3 
s 
€ 
3 
3 
3 
2 
2 
5 
= 
2 
s 
s 
= 
2 
= 
@ 
= 
[= 


‘200. ACCIDENT WAS UNDERLYING C1 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | ar Part Il af item 18.) 
OR CONTRIBUTING C1. CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


Mc. Lc OF INJURY Manth, Doy, Year 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, farm, 20f. {City ar town) (County) (Stote) 
Hour a.m. While Not While foctory, street, office bidg., etc.) 
9 atwork CL) “otwork CI 


71. Veertify that (1) (this has) send deceased rom ry koYig a 7H V9, that (1) Swe) lost 
fot Ses 


saw the deceased live an, AY Zand that death acgUrred at es ond an the date stated abave. 


Wa. SIGNATURE (7/7 y . 2b. DATE SJENED 
SLE SEE 
7 724. DORE 
"Ait OR, Ge O, HYMMELWRIGHT | T3S VIRGINIA AVE. , CUMBERLAND, MD 
a 
Ba. my CREMATION, 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City or Tawn) (Courtty) (State) 
matted) |Feb.28,1967 |Sunset Memorial Park Cumberland ,Md.Allegan 


My cae DIRECTOR SS 25a. REC'D Mi AR 2Sb_ REGISTRARas SIGNAT UBE 
ve mis oe Searpelli, Cumberland, Md. ne % 


MEDICAL CERTIFICATION 


TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physi 
esas be fled with the State Dept. af Health priar ta burial, 


Page 4 may be retained by the haspital ar attending physician. 


directar, page 3 shauld be detached far use as the bur 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after death. 


Page 4 may be retained by the haspital ar attending physician. 


=) 


ay Pages | and 2 


|, andin any ¢veltpWithin 72 hours after death 


tely. filled in by the funeral 
hen please remové carbs 


remation, or remova 


ransit permit. T| 


After this certificate hos been signed by the attending physician and comy 


55 
BB 
os 
Ted 
“eo 
Pie. 
SE 
ne: 
Sz 
= 
2s 
2a 
4 
Be 
HS 
oe 
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Ba 
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3= 
EES 
me 
oe 
ee 
of 
s= 
ao 
ee] 
53 
S35 
eo 
== 
wu 


TO FUNERAL DIRECTOR 


a Res | Ki) 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


§1585 CERTIFICATE OF DEATH 01582 


1. PLAGE OF DEATH 7. USUAL RESIDENCE (Where deceased lived, if institution: Residence before odmission) 
0. COUNTY . STATE 
ALLEGANY marvin || 7A MARYLAND bcouTY ALLEGANY 
B. HY OR TOWN (IF autside corparate limits, ¢. LENGTH DF STAY IN 1b © CITY OR TOWN (If outside corporate limits, write RURAL and give neorest town) 
writy n to 
‘eUMBE RE AND” 3 DAYS LAVALE oy] 
d, NAME OF HOSPITAL OR INSTITUTION (If nat in hospital, give street address) &, STREET ADDRESS @. 15 RESIDENCE 
: CAMP GROUND RD Sent 
MEMORIAL HOSPITAL 2 ° ves [J] No FX] 
3. NAME OF First Middle Tost 4, DATE ‘Month Year 
icon BERNICE VIRGINIA NIES oF iy FEBRUARY 16  O7 
S. SEX 6. COLOR OR RACE 7. MARRIED [Ea] NEVER MARRIED. (i) 8. DATE OF BIRTH 9. AGE A fiers IF ee R R 
it fl Min. 
FEMALE WHITE | woowo XX] pvorceo []] 2-4-0] 66" a See M§ 
To, UU OCCUPATION Give kind af work dane TOb. KIND OF BUSINESS OR 11. BIRTHPLACE (County & State, ar foreign country) V2 CER OF WHAT 
turin, iogJife even if retires Y ? 
OTS R Te Tee WA’ HOME CUMBERLAND, MARYLAND] OOS A. 
13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
ISSAC LONG HAWK, AUGUSTA 
i Wis CENT ENUS AmnDTORES | E SOCIAL SECURITY NO. | 17. INFORMANT Address 
‘es, No, ar unknown’ 5 give war ar dotes of service! 
no ie 220-28-976} MEMORIAL HOSPITAL, CUMBERLAND, MD. 
18. CAUSE OF DEATH (Enter only one cause per line for(a), (b), ond (c).) INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED. BY: y Cee ONSET AND DEATH 
IMMEDIATE CAUSE (0) Ce c— 
DUE TO 
Conditions, if any, which gave (b) 


fise to immediate cause (0), 
stoting the underlying couse DUE TO 
hit, aye @ 


az | PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{a) 19. ae ae 
S$ — > 2 
= ves] No] 
= | 200, ACCIDENT WAS UNDERLYING C) 205. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | or Port II of item 18.) 
| OR CONTRIBUTING CI CAUSE OF DEATH 
S | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
3 [o0c. TIME OF INJURY Month, Day, Yeor 0d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 208. (City or town) (County) (Stotey 
Ee Hour a.m. Wok Not Tal foctory, street, office bldg,, etc.) 

ot work C] at work 


a4 sy that (I) ip a ital) gttended the sae from if Bch 5 tPM 1%, 19%, thot (I) (We) last 
saw the deceased glive 9 a and that death accurred of M, from causes and on the date stated abave. 


Tio. SIGNATURE 
Re Bee ATENONG HE, STARE 3 
PX _pirector C1 pays. = o 


aha A 


Nane (Tee) DR. G. OVER ON HIMMELWRG is EORIBERLAND, a 


Zo. BURIAL CREMATION, | 2b. DATE THEREOF Wc. NAME OF CEMETERY OR CREMATORY Wd. LOCATION (City or Town) (County) (Stove) 
REMOVAL pecty) Feb.19,1967 | Hillcrest Burial Park | Cumberland,Md.Allegan: 


4. RAL OUETOR “ADDRESS 750. RECD BY REGISTRAR | 25b, REGISTRARS SIGNATURE 
cf James F, Scarpelli, Cumberland, Md. Dati fila. 
fy 


— 


=] 


popers. Pages ] and2 
ond in any event, within 72 haurs after deat! , 


ian and completely filled in by the funerol 


eose remove carbon 


ined by the ottendi 


N: The low requires thot the death certificote be executed within 24 hours after death. 
9) 


‘al or ottending physician. 


MARYLAND STATE DEPARTMENT OF HEALTH 
Divisian af STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


01586 CERTIFICATE OF DEATH 01583 


|. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceosed lived, if institution: Residence before admission) 
©. COUNTY 0. STATE b. 
Allegany MARYLAND Maryland counY Allegany 
B. CY OR TOWN (Footsie crporte ts, © LENGTH OF STAY IN Ib © CITY OR TOWN (IF outside corporote limits, write RURAL ond give nearest town) 
write RURAL ond giye neorest to 
umbertand ""” 5/12/1965 Cumberland . 
d. NAME OF HOSPITAL OR INSTITUTION (IF not in hospitol, give street oddress) o. STREET ADDRESS 
Allegany County Infirmary 511 Fayette St, 
Bara 05 First Middle Lost 4, DATE Month Doy ‘Year 
OF 
Type or print) Bessie Ine O'Baker ban February 6, 967 
5. SEX ©. COLOR OR RACE | 7. MARRIED [—] NEVER MARRIED []] 8 DATE OF iP 9 AGE fin yoors[_IEUNDER YEAR TIF UNDER 24 RS, 
at birth Mi D Hi Min. 
Female | White winowen fx ovoro [| 5/28/1880 Cee en | 
106, USUAL OCCUPATION (Give kind of work done TOb. KIND OF BUSINESS OR 17. BIRTHPLACE (County & Stote, or foreign country) 12. CITIZEN OF WHAT 
during mast of working lit. even if retired) CPN Sy 
e e e 


Flintstone, Maryland 


14. MOTHER'S MAIDEN NAME 


INDUSTRY 
* Conesaneer, Private Club 
13. FATHER'S NAME 


John William Thompson Sara Elbin 
S. WAS DECEASED an US. ARMED FORCES? cericg) 1 SOCIAL SECURITY NO. 7 WFORMANT POBox 599 > memmberiland, Md. 
es, NO, Or UNKOWN, S give wor of dotes of service] 
No is 235-32-7015 |Allegany County Infirmary records. 
18. CAUSE OF DEATH (Enter only one couse per, INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: ( ONSET AND DEATH 
IMMEDIATE CAUSE (0) ‘ LAL, LL Lf 


DUE TO 


rise to immediote couse (0), DUE 4 


Conditions, if ony, which gove 
stoting the underlying couse 


director, poge 3 should be detoched for use os the burial-transit permit. 
should be filed with the Stote Dept. of Health prior ta buriol, cremation, or removal, 


Poge 4 may be retoined by the hos 
JO FUNERAL DIRECTOR: After this certificate has been si 


TO HOSPITAL OR ATTENDING PHYS: 


3s 
=> 
Ee 


lst o 
=z | PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ifo) 19. Weer 
5 vs] vo O 
© } 200. ACCIDENT WAS UNDERLYING C} ‘20. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | of Port II of item 18.) 
£¢ | OR CONTRIBUTING CU CAUSE OF DEATH 
© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
S P20. TIME OF INJURY Month, Doy, Yeor 20d. INJURY OCCURRED ‘20e. PLACE OF INJURY (Home, form, 20. (City or town) (County) (Stote) 
g Hour o.m. While Not While foctory, street, office bldg., etc.) 
p.m. 19 otwork CL] otwork CL] 
21. I certify that (I) (this haspt ) tended the deceased fram >/ L271L9JOD 19___, ta €/O/7 TIS /19__| that (I) (we) last 
saw the deceased alive an 19___, and iat death acc M, fram causes and an the date stated abave. 
Zo, SIGNAT ae Be Le on 2b. DATE SIGNED 
oirecror ) pays. GQ 2/6/19 
Wc. PHYSICIAN'S 22q. ADDRESS 
NAME(Type) 6 9 Greene St.,Cumberland, Md. 
230. BURIAL, CREMATION, 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City or Town) (County) (Stote) 


MOVAL (Speci 
bt Gye 2/9/6 SS, Pete Paul Cometernu| Cumberland, Alleaany, Md 


24, FUNERAL DIRECTOR ADDRESS Wo. RECD BY REGISTRAR 2b, REGISTRARS SIGNATIR 
FEB9 1967 7Cenkag N 
H, Warne George  Cumberay Md DATE j d 


e \ 


mpletely filled in by the funeral- 
jove carban papers. Pages | and 2 


i ee pleasi 
, and in any event, within 72 hours after 


permit 
, cremation, ar remaval 


| or attending physician. 


TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physici 
e 3 should be detached far use as the burial-transit 


filed with the State Dept. of Health priar to buri 


i 


Page 4 may be retained by the haspi 
a 


director, p 
shauld be 


£ 
5 
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3 
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deaths 
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MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF VITAL RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


01587 CERTIFICATE OF DEATH 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived, if institution: Residence before odmission) 
0. COUNTY 0. STATE b. COUNTY 
Allegany Raila Md, Allegany 
b. CITY OR TOWN (If outside corporote limits, LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL and give nearest tawn) 


W'S VEL AB SE Bees town) 23 Yrs Westernport Cit 
4, NAME OF HOSPITAL OR INSTITUTION (If not in hospifol, give street oddress) STREET ADDRESS tts iF RESIDENT 
506 Maryland Ave, | 506 Maryland Ave, ves [) no &] 


3 NAME OF First Middle Last 4 DATE Month Doy Year 

ee ih James Joseph Pamepinto DEATH Feb. 219 OF 
S. SEX ©. COLOR OR RACE | 7. MARRIED NEVER MARRIED [-]] B. DATE OF BIRTH 9 ay = TFONDER TEAR TENDER ERS 

irthda: 7 Min. 

Male White wiooweo [[] oivorced []] Jane 15, 1917 6 rrp | cine | Mae Pia 
te USUAL cea Give ne Ghul done 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (County & Stote, or foreign country) 12 Ge ef WHAT 
luriag.most of working life, even if ret) INDUSTRY 5 6» J UNIRY 2 

Tape tor Operate: Paper Mill MineraleWest Va. ede 
13. FATHER'S NAME Ta. MOTHER'S MAIDEN NAME 

Peter Pamepinto Virginia Galdrone 

TS. WAS DECEASED “| NUS. ARMED FORCES? Te. SOCIAL SECURITY NO. | 17. INFORMANT Address 


‘Yes, no, orunknown} [{If yes gi r f servi 
(Yes, pews 1} |(If yes give wor or dotes of service). 170540987 Gladys Pamepinto-Westernport, Md. 


1B. CAUSE OF DEATH (Enter only one couse per line for (0), (b), and (c).} INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: ONSET AND DEATH 
a IMMEDIATE CAUSE (0) 


DUE TO ‘ae 
Conditions, if ony, which gove (b) Md, pact JL LZ ‘ 


rise to immediote couse (0), 
stoting the underlying couse avealo. 
fast, ee @ 


PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a) 19. eee 


ves L] no Xl 


200. ACCIDENT WAS UNDERLYING C) ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 
OR CONTRIBUTING C1 CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


Wc. TIME OF INJURY Month, Doy, Year 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, form, ] 20f. (City or town) (County) (tote) 
Hour ‘o.m, While Not While foctory, street, office bldg., etc.) 
9 otwork L} ot work C1 


that (I) (this hospital) attended the decegsed from = Ale 1968, ta , 19__, that (1) (we) last 
19 , and that death occurred at ASG 'M, from causes and on the date stoted obave. 


- ATTENDING MED. STAFF em 

mine = wo. pays. BI onecror Cl ps, CO] Z2— A/- 6 7 

2c. PHYSICIAN'S a 224. ADDRESS 
NAME (Type) Robert W, Bess,dre Piedmont, W.Va. 


MEDICAL CERTIFICATION 


730, BURIAL, CREMATION, | 23b. DATE THEREOF le NAME OF CEMETERY OR CREMATORY Ne LOCATION (City or Town] (County) (Stote) 


j 
Bul Yay See) 2/23/67 Philos We ‘ Md 
24, FUNERAL DIRECTOR ADDRESS 250, REC'D BY REGISTRAR Sb. REGISTRAR'S SIGNATURE rn 
sgh ; Westernport, Md, ve FEB 23 me fleorts Fs 


as? 


MARYLAND STATE DEPARTMENT OF HEALTH 
] Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYL 


01588 CERTIFICATE OF DEATH 


< 
3 Sy) T. PLACE OF DEATH 7, USUAL RESIDENCE (Where deceosed lived, #f insfifution: Residenc 
3 0. COUNTY 0. STATE 6. COUNTY, Re 
> Ss 4 ALLEGANY MARYLAND “PENNSYLVANIA ; { 
S 28s B CITY OR TOWN (If outside corporote limits, CLENGT] YIN Ib || € CITY OR TOWN (If outside corporote limits, write RURAL ond give neorest town 
e 5e8 "eUMSERLAND”” POUR SPRINGS 
a 2°73 Mit hex 
= eve &. NAME OF HOSPITAL OR INSTITUTION (IF not in hospitol, give ‘street oddress) @. STREET ADDRESS © RESIDEN 
eS ON-A FARM? 
of Soe MEMORIAL HOSPITAL 
= 3 )_[® NAME OF First Middle Lost «DATE Month Dey Yeor 
Es é 
ee/ Pree or pic) LOLA Ve PECK DEATH 2 
2 es 5 SEX GCOLOR OR RACE | 7. MARRIED (KJ NEVER MARRIED [_]] 8 DATE OF BIRTH 9. ROE Tn veos [IE UNDER YEAR” UNDER 24 HES 
3 Ze gst birthdoy) [Months | Doys Min. 
g fee FEMALE | WHITE wowed [J] __vivorced []| Ya2~1909 Ys. 
2 Ge Toe USUAL OCCUPATION Wve Kindo wok done To. KIND OF BUSTIESS Ok TL BIRTHPLACE (County & Stote, or foreign country) TE CITZEN OF WHAT 
e254 luring most pf working lite, even if retires i} 
2 882 PYp sale, own) Hemye _\FORT HILL, PA. HS, As 
Z a 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
= Ss HENRY LEVINGOOD NELLIE GROVE 
2 
£ 15 WAS DECEASED VTE US ARE FORE? T6. SOCIAL SECURITY NO. | 17. INFORMANT Address 
5, NO, OF UNKNOWN, S give wor of dotes of service, 
3 : { ‘ie MEMORIAL HOSPITAL- CUMBERLAND, MD. 
: ‘ 
=] 
=, 
$ 
3 
= 
z 
3 
© 
2 
= 


18. CAUSE OF DEATH (Enter only one couse per jine te5Xa}Ab)}, ond ).) A u Va pis BETWEEN 
PART 1. DEATH WAS CAUSED BY: 8 - INSET AND DEATH 
IMMEDIATE CAUSE (o) _¢” AEF = Lee 
} DUE 10 POR ; 
Conditions, if ony, which gove (b) R 
rise to immediote couse (o}, 
sera. Srevtera cage f, V6 
lost. ) 
wz | PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o) 19. ae 
15 = ? 
was = ves] No FJ 
& | 20. ACCIDENT WAS UNDERLYING C) ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port II of item 18.} 
= | OR CONTRIBUTING C] CAUSE OF DEATH 
| (IF EITHER, NOTIFY MEDICAL EXAMINER) 
S [20 TIME OF INJURY Month, Doy, Yeor [TURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) {stote) 
= Hour om. Not While foctory, street, office bidg., etc.) 
ot work oO of work 


pm ee (19 = 19L27 that (I) (wa) lost 
d that death accurred at ‘* IM, frone dauses and an thé date stated abave. 
22. DATE SIGNED 


ATTENDING MED. 
PHS. L_pirector 


22d, ADDRESS 


STAFF 
PHYS. 


‘2c. PHYSICIAN'S 


TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and campletely-fill 
shauld be filed with the State Dept. af Health priar ta burial, crematian, or removal, 


director, page 3 shauld be detached far use as the burial-transit permit. 7 


Page 4 may be retained by the haspital ar attending physician. 


TO HOSPITAL OR ATTENDING PHYSICIAN 


/ name(ye) =DRe We. Fe WILLIAMS 122 S. CENTRE ST MD 
Bo. BURIAL CREMATION, 3b. DATE THEREOF 23c._NAME OF CEMETERY OR CREMATORY Pas LOCATION (City 07 Fown) (County) _(Stote) 
e) pecil . 
5 aes 2~24-6 afta Ls wy Shistag) entrscl En 
24. FUNERAL DIRECTOR Y 


< 
a 


i 
E> 


2 
250. REC'D BY REGISTRAR “Sb. REGISTRARS SIGNATURE > 
anlar bl, Wr . oe MAR 11967 gg 


5 (4p, 
Westy | Ren hewman 


2 MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS; 301 W: PRESTON STREET, BALTIMORE, MARYLAND 21201 


_ NYO arse CERTIFICATE OF DEATH 
£ a = x 
3 ar 3 |. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived, if institution: Residence before odmission) 
s 363 o. COUNTY a. SI b. COUNTY 
a Allegan’ MARYLAND Maryland Allegany 
e = ao b. CITY OR TOWN {if outside carparate limits, c. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
a eee write RURAL and give neorest town) 
5 2°35 oenaconin Lonaconing O/+1 
2 = A fea g 
a ee ¢ = d. NAME OF HOSPITAL OR INSTITUTION (if nat in haspital, give street address) d. STREET ADDRESS oat, Pas 
= ‘| : 
& gee i Kyle Nurseing Home East Main Street ves CJ 00 
2) ie 
—_ ss 3. NAME OF First Middle Last 4, DATE Month Day Year 
= Se 
DECEASED OF 
2 = f= (Type ar print) MARY JANE PEEBLES | DEATH 2/2 8/1967 19 
= ¢ 2 5. SEX 6. COLOR OR RACE 7. MARRIED [a NEVER MARRIED oO 8. DATE OF BIRTH a AS: fir tia oe ] iek ce in 
3 > ” 2 rtl i in. 
3 4 Female | White wiooweo [] oworcto | 1/30/82 1878 ‘89 elisa. * pail) hahaa 
a 
a sec. 10a. USUAL OCCUPATION (ene kind of work dane 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (County & Stote, or fareign country) 12. CITIZEN OF WHAT 
= ea during most Wows lite, even if retired) INDUSTRY 4 COUNTRY ? 
$ ss5 one Lonacon ng 1D USA 
of ga 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
ca es 2 2 2 2 
s sf William Gunning Margaret P 
ee oe 1S. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT Address 
x4 (Yes, no, or unknawn) |{If yes give war or dotes of service! 
ze RORRR Pp 
3 ats None OBER SEBLES onaconing, MD 
2 a = 
aa 18. CAUSE OF DEATH (Enter only one couse peg line for (0), (b), ond (c}.) as, INTERVAL BETWEEN 
cn, eee PART |. DEATH WAS CAUSED BY: Y \ SON) . ONSET AND, DEATH 
tolls Soe 5 IMMEDIATE CAUSE (o)_Y VUAAC OCA ADA ON IA DW Vd 
ae ae 4| DUE TO Te - N 
& Conditions, if any, which 
65 onditions, IT any, which gave (b) N A 0 AA V2 y = 


tise to immediote couse {0}, 
stating the underlying cause DUE TO 
ea eo © 


zx | PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) 19. WAS AUTOPSY 
S = = Vy PERFORMED? 
2 G MAb BemrWe paras RS SE) HO 
= | 200. ACCIDENT WAS UNDERLYING O) 20b. DESCRIBE HOW INJURY OCCURRED. (Ente nature af injury in Port | ar Part It of item 18.) 
& | OR CONTRIBUTING CL] CAUSE OF DEATH 
E (IF EITHER, NOTIFY MEDICAL EXAMINER) 
S | 2c. TIME OF INJURY Manth, Day, Year 20d. INJURY OCCURRED 2e. PLACE OF INJURY (Hame, farm, | 20f. {City or town) (County) (State) 
g Haur o.m. While Nat While foctory, street, office bldg. etc.) 

p.m. 19 ee el PB 


After this certificate has been si 


I BR, to Teh. AR, 19 7 that (I) (we) lost 
, and thot deoth occurred at. M, from couses ond on the dote stated above. 


‘ : 2 
oa 2b. DATE SIGNED 

“ern PN, = a ATTENDING 54 MED. oO MF 

Sy fh VUK94 MOD. DIRECTOR PHYS 


29-6) 
L.R. MNLES, <P Te eo ING MD, 


23b. DATE THEREOF 3c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City or Tawn) (County) {State) 
(4 Mase 196 Oak Hill Cemeter Lonaconing, MD 


Ye, ee DIRECTOR ADDRESS ‘2a. REC'D BY ie ‘2Sb. REGISTRAR'S SIGNATURE 


Bee: GEORGE EICHHORN Lonaconing, MD. [om MAR 967 a y 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requi 


shauld be fed with the State Dept. af Health priar ta burial, cremation, ar remova 


Wc. PHYSICIAN'S 
NAME (Type) 


Page 4 may be retained by the haspital ar attending physician. 


TO FUNERAL DIRECTOR 
directar, page 3 shauld be detached far use as the bi 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


01580 CERTIFICATE OF DEATH 


ii \. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived, if institution: Residence before odmission) 
Alo. COUNTY Allegany Saschee o. STATE Marylani b. COUNTY Allegany 


b. CITY OR TOWN (If outside carparate limits, ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside carporate limits, write RURAL and give nearest tawn) 
write RURAL ond give nearest pe 


jéoth 


1 ond 2 


( 


the funeral 


‘oges 


erland 2 days Frostburg j-} 
@, NAME OF HOSPITAL OR INSTITUTION (If nat in hospital, give street address) & STREET ADDRESS ©. 1 RESIDENCE 
Sylvan Retreat East Main Street ves [] no TD 
ep Ee First Middle Doy Year 
A F 
(Type or print) Joseph A. 13 967 
5. SEX © COLOR OR RACE | 7, MARRIED NEVER MARRIED B. DATE OF BIRTH AGE (In years 
4 a O 1/19/90 Igst-birthdoy) 
Mele White wiooweo KX] pivorceo [J 9/91 a 
To, USUAL OCCUPATION Give kind of wark done TOb. KIND OF BUSINESS OR 1 BURT fp & State, a foreign country) TD. CITIZEN OF WHAT 


during fast af workin lite, even if retired) INDUSTRY COUNTRY ? 
Nt -EMPLOYED Allegany, Maryland U.S.A. 


13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
Louis A. Plummer AMANDA Michaels 


1S. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO. 17, INFORMANT 
(Yes, no, or unknown) |(If yes give wor or dates of service, FROSTBURG MD. 
mo 219-035-8851 IMR. A IMMER MATN 
18. CAUSE OF DEATH (Enter only one cause ii for (0), (b), ‘ond (c).) INTERVAL BETWEEN 


b 


within 72 hours after 


in b 


Pp 


lease remove cor 
ond in ony event, 


physician ond completel 


vita 


PART |. DEATH WAS CAUSED BY: ONSET AND DEATH 
IMMEDIATE CAUSE (0) 


‘i DUE TO 
Conditions, if ony, which gave (b) w Cerghnsaf 
ise to immediate cause (a), Siete, Ss 
stating the underlying couse DUE TO 
Sleigh 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a) 19. genet 


yes [[} No (] 


-tronsit permit. 


igned by the attendi 


< 
3 
3 
3 
2 
5 
2 
§ 
3 
2 
= 
a 
£ 
r 3 
2 
fs 
ng 
Fd 
g 
& 
o 
3 
2 
3 
ae 
= 
5 
= 
ca 
3 
8 
3 
@ 
= 
3 
= 
* 
2 
5 
= 
£ 
3 
2 
@ 
£ 
€ 


attending physicion. 


200. ACCIDENT WAS UNDERLYING C) ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Port | or Part Il af item 1B.) 
OR CONTRIBUTING C) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


‘20c. TIME OF INJURY Month, Day, Year 20d. INJURY OCCURRED ‘20e. PLACE OF INJURY (Home, form, 20f. (City or town) (County) (State) 
Hour a.m. While oO Nat While g foctory, street, affice bldg., etc.) 


at wark at work 
ed fram__Hebe 10,1967, ta eb , 19O-L, that (1) (we) last 
19_21f , and that death accurred at *M, fram causes and an the date stated abave. 
Za. SIGNATURE are sa oie 2b. DATE SIGNED 
PHYS. O_ oector OO pws. O 
tute) «= se Be Mathews, M.D. “49 treene St., Cumberland, Ma. 


230. BURIAL, “aa ia DATE THEREOF 3c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City or Town) (County) (State) 
et 
BUTE y 96 PARK FRO BUR MARY 
Re AE 2Sa, RECD BY REGISTRAR 75b. REGISTRARS SIGNATUR 
Ri@e FER QF 


MEDICAL CERTIFICATION 


d with the Stote Dept. of Health prior to burial, cremotion, or removol 


e 3 should be detached for use as the b 


2 fle 


Poge 4 may be retoined by the hospital or 
TO FUNERAL DIRECTOR: After this certificate hos been si 


— 


TO HOSPITAL OR ATTENDING PHYSICIAN. 
director, 


85 


1 
on tM 01593 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


MEDICAL EXAMINER’S CERTIFICATE OF DEATH 


01538 


HEALTH DEPT. [i tac oF beara F 7. USUAL RESIDENCE (Where deceosed lived, if institution: Residence before odmission) 
7 . COUNTY . STATE b. 
Ei ote Thats 8 Allegany NERYLANG ? Maryland CONY’ Allegany 
a 53 B CHY OR row qf outside carparate limits, © LENGTH OF STAY IN Ib %. CITY OR TOWN (If outside corparate limits, write RURAL and give nearest tawn) 
ite RURAI 
3 28 Cuinbd falrrid veo! town) 40 Yrse Cumberland Pe. 
a's 4d, NAME OF HOSPITAL OR INSTITUTION (IF nat in hospital, give street address) @. STREET ADDRESS © S RESDENE 
=e Ee - ON-A FARM? 
3 ee i 328 Fayette 328 Fayette ves LJ no 
s aa 3, NARE OF First Middle Last 4, DATE Manth Doy Year 
< 

e =e (Iype or print) Pansy Porter On Febe 28 067 
rc) 3 SEX 6 COLOR OR RACE | 7. MARRIED NEVER MARRIED [-]] 8 DATE OF BIRTH 9. AGE {in yeors | IFUNDER | YEAR [IF UNDER 24 HRS, 
a \ Iqspirthday) [Months | Doys Nin. 
s Female White wipowed §€] vivorced []}| Dees 6, 1883 Ys. 
ie The, USUAL OCCUPATION (Give kind of work dane TOb. KIND OF BUSINESS OR TI BIRTHPLACE (state ar foreign country) TE, CITIZEN OF WHAT 
5 
2 dugg may ol warking ie, even retired) STRY OUNTRY,? 
a e Wate n. Home Maryland eeAde 


43. FATHER'S NAME 
Lawson Montgomery 


14. MOTHER'S MAIDEN NAME 
Lousia Kight 


1S. WAS DECEASED EVER IN U.S ARMED FORCES? 


tr ‘ ait R ( 16. SOCIAL SECURITY NO. 17. INFORMANT 
‘es, No, of unknown ‘yes give war or dotes of service’ . 
no | Mrs. Leaty Metthews-Westernport, Md, 


Address 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (a) 


TB. CAUSE OF DEATH (Enter only one couse per line for (a), (b), and (c)) 


ae BETWEEN 
ON IND DEATH 
sid en 


Coronary Occlusion 


NA DUE TO 
Conditions, if any, which gave 


Coronary 


tise to immediate cause (a), DUE Y 
Stating the underlying cause 
ae? ae 9 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) 


19. WAS AUTOPSY 
PERFORMED? 
ves L] no_ Dat 


20a, EXTERNAL CAUSE WAS. 
PRIMARY 1] or CONTRIBUTING C1 
CAUSE OF DEATH. 


‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part I or Part Ii of item 1B.) 


20c. TIME OF INJURY Manth, Day, Year 
Haur a.m. 
m. 19 


MEDICAL CERTIFICATION 


While 
at work CJ 


Page 3 should be used os o buriol-transit permit. File poges 1 


death resulted from: Natural causes Xl, 


irectar. Page 4 should be forworded to the Chief Medical Exominer’s Office olong with form PM3. Poge 


ACTUAL 
SIGNATURE 


EXAMINER'S. 
NAME (Type] 


20d. INJURY OCCURRED 
Nat While 


21. I certify that | took charge of the remains described above, held an Autopsy [_], 


Benedict Skitarelic, 


‘20e. PLACE OF INJURY (Home, farm, 2. (County) 


factory, street, affice bldg,, etc.) 


{City of town) (State) 


at wark 


Inspectian DX, Inquiry PX]. and in my apinion 


fécident [_], Suicide [_], Homicide [], Undetermined monner (] 
7 CHIEF MeDICAL EXAMINER [J 
cD. ASSISTANT: MEDICAL EXAMINER [7] EME as.) 


peruty mevical examiner CX February 28,1967 


M.D. 


‘23b. DATE THEREOF 


3/3/67 


Health or its designoted ogent, prior to buriol, cremation, or removol, and in ony & 


vi 
= 
Ss 
S 
Ss 
2 
1 
2 
ce 
ce 
= 
@ 
a 
> 
3 
£ 
un 


necessory, please execute the cert 


= 
3 
2 
= 
© 
= 


230, BURIAL, CREMATION, 


bP 


TO DEPUTY . EXAMINER: This certificate should be executed within 24 hours ofter death. ®@.., i 


TO FUNERAL DIRECTOR 


Zc. NAME OF CEMETERY OR CREMATORY 
Philos 


Address (Street, city, town, or coun@uimberland, Md 
= 


23d. LOCATION (City ar Town) (County) (Stote) 
Western Md, 


24, FUNERAL DIRECTOR 
R ASME (5) 
6M 1/66 ( f 


ADDRESS 
We sternport, Mde. 


%a. REC'D BY REGISTRAR ‘2Sb. REGISTRAR'S SIGNATURE 


one MAR 3 1967 


x 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


91552 CERTIFICATE OF DEATH 89 


. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived, if institution: Residence before odmission) 
o. COUNTY o. STATE 


ALLEGANY MARYLAND MARYLAND § OW ALLEGANY 


b. CITY OR TOWN (If outside corporote limits, ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 


wie OR ROST BURG 2 WEEKS FROSTBURG 


Pisa, 
d. NAME OF HOSPITAL OR INSTITUTION (If not in hospitol, give street oddress) d. STREET ADDRESS @. BI ‘ Hats 
MINERS HOSPITAL 131 MI. PLEASANT ST. | ws 1) 0%) 


7 MAME OF ; Middle Tost © Date Month 
Type oF print) I G. UARTUCCI peatt FEBRUARY 15 


S. SEX 6. COLOR OR RACE 7, MARRIED ["] NEVER MARRIED [_]} 8. DATE OF BIRTH 9 a ity ers: 


kn 
MALE WHITE wipoweo (J ovorco ¥}| APRIL 8 | 1888 
1WOo. USUAL OCCUPATION ie kind of work done 10b. KIND OF BUSINESS OR i. BIRTHPEAGE Gopal rene or 8 = 12. CITIZEN OF WHAT 
during moe: life, even if retired) INDUSTRY. Ue: 
OUSEWOR OWN HOME COSENZA, ITALY Behe 


13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 


GAETANO GRECO CHIRA ME 


TS. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO. | 17. INFORMANT 
(Yes, no, or unknown) (If yes give wor or dotes of service 5s 


a 


pers. Pages i-and 2 


lease remave car 


physician and campletely filled in by the#funeral 


"t 
hen 
crematian, ar remaval, and in any event, itpin 72 hours Cs 


NO 
18. CAUSE OF DEATH (Enter only one couse per fine for (0), (b), ond (¢}.) INTERVAL BETWEEN 


PART |. DEATH WAS CAUSED BY: : INSET ANDADEATH 
IMMEDIATE CAUSE (0) _Cdnariva, ee 


uy 


ransit permit. 


gned by the attendi 


Conditions, if ony, which gove 
fise to immediote couse (0), 
stoting the underlying couse 
DA eae ss 
PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION, GIVEN IN PART I(o) ag: wt jv iaedt 

. ae Ze ves] No [) 


ZZ —_ 
‘200, ACCIDENT WAS UNDERLYING C) 20b. DESCRIBE HOW INJURY OCCWRBED-TEnter noture of injury in/Port7”or Port II of item 1B.) 
‘OR CONTRIBUTING C] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Yeor 20d. INJURY OCCURRED ‘2e. PLACE OF INJURY (Home, form, 20f. (City or ton (County) (Store) 
Hour o.m. Wile Not whife foctory, street, office bijg ) 
p.m. Ss 9 otwork LI otwork 


21. 1 certify that (I) (this haspital) attep 19.4, to. ext , 9@Z thot (I) (we) last 
saw the-deceased aliye on * 2, and that death occurred at OSTM, fram cabses and on the date stoted obave. 


To. SIGNATURE SW 
y . ATTENDING MED. STAFF 
BoHx Cathay MD. _ PHYS CH pirector C1 Pas. 


= 
5 
3 
3 
3 
r= 
5 
2 
5 
3 
2 
= 
a 
< 
= 
= 
2 
2 
3 
3 
< 
3 
2 
£ 
2 
2 
gs 
= 
5 
8 
3 
2 
£ 
s 
z 
£ 
‘a 
2 
5 
= 
2 
s 
2 
= 


.Y 


After this certificate has been si 
MEDICAL CERTIFICATION 


e 3 shauld be detached far use as the b 


shauld be filed with the State Dept. of Health priar ta buri 


2c. PHYSICIARTS 


Mine) MARTIN M, ROTHSTEIN, M.D. 
Bo. EC aa 23b. DATE THEREOF 23. NAME OF CEMETERY OR CREMATORY Zd. LOCATION (City or Town) (County) (Store) 
‘Tt FEB. 18 ,1967|SUNSET MEMORIAL PARK MBER LAND MARYLAND 


HARTER M. SOWERS HAFER pede HOME PE BPSD | Some 
Raat wou YY. eurus/60 W, az DATE 


Page 4 may be retained by the haspital ar attending physician. 


TO HOSPITAL OR ATTENDING PHYSICIAN. 
director, pa 


TO FUNERAL DIRECTOR: 


ai 


38 
=> 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


01553 CERTIFICATE OF DEATH 
Ss =) ]. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived, if institution: Residence before odmission’ 
255 a. COUNTY 0. STATE b. COUNTY 
2-5 Allegany MARYLAND Maryland i Allegany 
23 ‘oS b. CITY OR TOWN (If outside corparate limits, «. LENGTH OF STAY IN Ib CITY OR TOWN (If outside corporote limits, write RURAL and give nearest tawn} 
tH tp 
= 2 2 write me and oS rsa town) } 
> rostbur, 
2 o 
2S @. NAME OF HOSPITAL OR INSTITUTION (If not in haspital, give street address) &. STREET ADDRESS ©. 1S RESIDENCE 
Sa ON A FARM? 
3 8 * ae ? 
Bes 5/ Miners Hospital State Street ves [No 
< et 3. NAME OF First Middle Lost 
\s-8 =) pie ; 
\ Se 4 Type or print) 
Ees 5. SEX 6 COLOR OR RACE 7. MARRIED Oo NEVER MARRIED. oO 8. DATE OF BIRTH . i 
o = : 
nee Male White winowe #F] ——vivorceo 11/25/187 93 
Ss ee 10a. USUAL OCCUPATION es kind of wark dane 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (County & State, or fareign country) 12. CITIZEN OF WHAT 
ess during most of working life, even if retired) INDUSTRY L c COUNTRY? 
Soc onaconing 
Paar TS. FATHER'S NAME Ta. MOTHER'S MAIDEN NAM 
Z2e8 
S , 
Soe James Rankin Ann Scott 
oe E 
ets i WAS DECASED Be pus ARMED FORGES? |] 16 SOCAL SECORTIV NO. T-T7. INFORMANT Address 
=r es, NO, oT UAKNOWN) yes give wor or dates of service] — 
eS no Mrs.John Shockey _Lonaconing,Md. 
oc 
as 18. CAUSE OF DEATH (Enter only one cause per line for (0), (b), and (c).) "Daughter™ INTERVAL BETWEEN 
S E PART |. DEATH WAS CAUSED BY: c ONSET AND DEATH 
Se E _ IMMEDIATE CAUSE w_—\A Ag Favala\ilol | Sans i ed E 


ae € DUE TO oa 
Conditions, if any, which gave {(b) 
rise to immediote cause (a), 
stoting the underlying cause 
lost. () 


PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) 19. pea 


200, ACCIDENT WAS UNDERLYING C1 
OR CONTRIBUTING C] CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Manth, Day, Year 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, form, 
Hour o.m. While Nat While factory, street, affice bldg,, etc.) 
p.m. ud at work L] atwark CL] 
21. | certify that (I) (this hogpijel) attended the deceased fram 
saw the deceased alive an Ho 
2a. SIGNATURE 


‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port 1 or Port Il of item 18.) 


20f. (City or tawn) (County) (State) 


MEDICAL CERTIFICATION 


After this certificate has been signed by the attendi 


page 3 shauld be detached for use as the buri 


directar, , 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after death, 


brecior Ops, C1] 2+ 2746 


Tie. PHYSICIAN'S 
NAME (Type) 


LeRoMiL es Al 


aay 


Bo. Pit Saul 
OVAL (Specify) 
beibbaniewd 
24. FUNERAL DIRECTOR 


George Eichhorn Lonaconing, Md, 


Page 4 may be retained by the hospital ar atte-ding physician. 
shauld be filed with the State Dept. af Health priar ta bur 


TO FUNERAL DIRECTOR 


ADDRESS 


a 
= 
=D 


85 
=> 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


91584 CERTIFICATE OF DEATH 


|, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived, if institution: Residence before odmission) 


0. COUNTY Alle gany a) o. STATE Maryland b. COUNTY Allegany 


B. CITY OR TOWN (If autside corparote limits, © LENGTH OF STAY IN Tb © CITY OR TOWN (If outside corparate limits, weite RURAL and give neorest town) 
“Gumbo rt and” 6/15/1966 Cumberland me 

d. NAME OF HOSPITAL OR INSTITUTION (If nat in haspital, give street oddress) d. STREET ADDRESS e. BE RESIDENCE 
Allegany County Infirmary 30% Virginia Avenue vs CJ no Bl 

. NAME OF First s Month Day Year 


en Mertha ji 44 a 


5. SEX 6 COLOR OR RACE | 7. MARRIED (7 NEVE 8. DATE OF BIRTH 9. AGE e or TF UNDER 24 HRS. 
tI 
Female White wioowed %X] pivorceD [] 3/ ah/ 1889 ty ! av 
TOa. USUAL OCCUPATION (Give kind of work done TOb. KIND OF BUSINESS OR TT. BIRTHPLACE (Caunty & State, or fareign country) 12. CITIZEN OF WHAT 
HEELLSATCHaLBehand lat "S8tenese Corp. Eckhart, Maryland | y%"§’ 4. 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Alex Williams Gatherine Willson 
1S. WAS DECEASED EVER IN U.S. ARMED FORCES? T6. SOCIAL SECURITY NO. 17. INFORMANT LE” @ Ue DO TT 3 Address ULO © tele wa uie i) 


sis. posagurea a te 217-10-54.32 Allegany County Infirmary records. 


18. CAUSE OF DEATH (Enter only one cause % Tine far (a), (b), and (¢)) _ INTERVAL BETWEEN 
af , 


bon papers. Pages | and 2 
within 72 hours after death. 


ny please remove car! 
Volpeddjin any event, 


PART I. DEATH WAS CAUSED BY: ONSET AND DEATH 
IMMEDIATE CAUSE (a) 


DUE TO 


transit permit. The 
|, crematian, or rema' 


Conditions, if any, which gave 
rise 10 immediate couse (a), 
stating the underlying couse 
tin 5 30, 
PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a) 19. Was Aurore 
ves] no [J 


The law requires that the death certificate be executed within 24 hours after death. 


Page 4 may be retained by the hospital ar attending physician. 


‘200. ACCIDENT WAS UNDERLYING C) ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part I ar Part Il of item 18.) 
OR CONTRIBUTING C1 CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


‘20c. TIME OF INJURY Month, Doy, Year 20d. INJURY OCCURRED ‘Me. PLACE OF INJURY (Home, farm, 20f. (City or town) (County) (State) 
Hour o.m. While Nat While foctary, street, affice bldg., etc.) 
at wark oO at work O 


p.m. 9 
21. I certify that (I) (this hosp d the deceased fram BZ Lo/ L986, vo toEfLL/Of  19__, that (I) (we) last 


saw the decagsed alive an 19____, and that, dea M, from causes and an the date stated abave. 
2a. SIGNATURE aes 22, DATE Wie 
Pa. 2/13/1967 
Tc. PHYSICIAN'S 2d, ADRESS 
“Tamim, Tee Be Mathews, M. D. lio"@reene St., Cumberland, Md. 


, | a. BURIAL CREMATION, | 23. DATE THEREOF Tic. NAME OF CEMETERY OR CREMATORY Tad. LOCATION (City ar Town) (County) (stare) 
( BRM Speci) eb.14,1967 | Sunset Memorial Park Cumberland ,Md-Alle gany 
wA Picrineer oreo ADDRESS 75a, RECD BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 
James F. Scarpelli, Cumberland ,Mq. (hank, 


MEDICAL CERTIFICATION 


should be fled with the State Dept. af Health priar ta buria 


es 
5 
2 
5 
= 
@ 
<= 
~ 
B 
oS 
3 
2 
ES 
— 
a 
a 
= 
s 
~o 
iS 
i) 
i= 
Ss 
3 
Fd 
gS 
= 
a 
a 
aS 
Bs) 
c 
Ss 
= 
oS 
2 
= 
> 
a 
2 
3 
S 
$= 
‘a 
Sy 
5 
3 
2B 
“ 
3 
ce 
ox 
2 
= 
] 
2 
=, 
s 
= 
= 
m4 
5 
irr] 
= 
a 
= 
= 
o 
a 
z 
= 
= 
° 
= 


directar, page 3 shauld be detached far use as the bu 


TO HOSPITAL OR ATTENDING PHYSICIAN 


< 
3 
> 
a 
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we 


/| 5. V q 


x 
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5. 
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TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after death. 


| 


on 
\ 


99 


it 


pletely filled in by the funeral. 
rbon papers. Pages 1 and’2 ~ 


jove 


Then please ri p 
d with the State Dept. of Health prior to burial, cremation, or removal, and in any-eyent, within 72 hours after death 


ficate has been signed by the attending physician an: 


| or attending physician. 


director, page 3 should be detached for use as the burial-transit permit. 


Page 4 may be retained by the hosp 
should be file 


TO FUNERAL DIRECTOR: After this certi 


VR AIS (4) 
20M 1/65 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


91555 CERTIFICATE OF DEATH 01592 
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 


a. COUNTY a. STATE b. COUNTY 


Allegany MARYLAND Maryland Allegany 
b. CITY OR TOWN (if outside corporate limits, | ¢. LENGTH OF STAY IN ib || c. CITY OR TOWN (If dutside corporate limits, write RURAL and give nearest town) 
/ 


write RURAL and give nearest town) 


Cunherd and DOA Mi 5 Savage Ke 
ki ‘AL OR INSTITUTION (If not In hospital, give street address) || d. STREET ADDRE: a TS RESIDENCE 


Sacred Heart Hospital ves{]_no%] 
3. wall First Middle Last 4, DATE Month Day Year 
(Type or print) Rice DEATH of 197 
5, SEX 6. COLOR OR RACE | 7, MARRIEDfog NEVER MARRIED [-] | & DATE OF BIRTH AGE (in dors Hi = eae 
White WIDOWED [-] aworceol]| 6/22//8 7 f 12 _yrs. | i | : 


10a. USUAL OCCUPATION (Give kind of workdone| 10b. KIND OF BUSINESS OR 11. BIRTAPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
during most of working life, even If retired) INDUSTRY COUNTRY? 


etired foreman State Road Dept. Maryland U. S. Ae 
13, FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
George P. Rice Sadie Reeser 
& a Tune Sr LU SaanNED ee ) 16, SOCIALSECURITY NO. | 17. INFORMANT Address 
h MO, in fay jate: ‘service; 
214-07-0303 |Albert P. Rice, Corrigansville, Md. 
18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).) INTERVAL BETWEEN 


PART |. DEATH WAS CAUSED BY: ONSET AND DEATH 


IMMEDIATE CAUSE (a). 


DUE TO AIT 0S feROT Ic 


Conditions, if any, which {b) 


2s.” 
gave rise to Immediate Disease 30 yrs. 
cause (a), stating the DUE TO 


underlying cause last. © Generalized arteriosclerosis 


& | PARTI. OTHER SIGNIFICANT CONDITIONS CONTRIGUTING TO DEATH BUT NOT RELATEO TO THE TERMINAL DISEASEGONDITIONGIVENINPART1(a) 19. WAS AUTOPSY 
2 SOS TING TODEATH 
é None Yes [[]__ NO; 
= 
= | 2a, ACCIDENT WAS UNOERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part 11 of Item 18.) 
& | OR CONTRIBUTING [J CAUSE OF DEATH 
| (IF EITHER, NOTIFY MEDICAL EXAMINER) 
& | 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 206, PLACE OF INJURY (Home, farm,| 201. (oily oF Town (County) tate 
a Hour a.m. While Not While factory, street, office bldg., etc.) 
8 
= p.m. 19 4 work at work O 
21. | certify that (1) (this hospital) attended the deceased from Apri. I, , 19 that (1) (we) last 


m the causes and on the date stated abpve. 
2b. OATE SIGNED 


19 and that death occurred ai 


attsoy ON ‘ ATTENDING MED. STAFF 
M.D. PHYS. y pirecror [] pays. C11 2-1 ),57 
he? ADDRESS 
| | 10 Redford St, Cumberland, Md, 
23a. BURIAL, CREMATION,| 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 
REMOVAL (Svec 


fy) 
Feb. st Mt. Sava, Made 
et DIRECTOR = 142196 ‘mee Ccnelery REC'D BY REGISTRAR 2Bb-" REO TRARS STRATURE 
Jos@mh R. Durst, Sr., Frostburg, Md. lent EB 16 49 forts peg 


- a MARYLAND STATE DEPARTMENT OF HEALTH 
i ] Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


1 \|_ 81596 CERTIFICATE OF DEATH 01593 


b. & 
EES Z 1 TAG DEATH 2. Path wad SS (Where deceased lived, if es Residence before admission) 
275 j ALLEGANY MARYLAND i MARYLAND : ALLEGANY 
2 ss b, el OR TOWN (If sult CL « LE rfouRS. CITY OR TOWN (If autside carparate limits, write RURAL ond give nearest tawn) 
aes CUMS BERD CUMBERLAND : 

* a= gn - d, NAME OF HOSPITAL OR INSTITUTION (If not in hospital, give street address) d. STREET ADDRESS e. Ci at 
Bee MEMORIAL HOSPITAL 30 RACE STREET ves L] no [% 


=S = 3 bouts First Middle Last 4. pire Month Doy Year 
oe ribet pint) VIRGINIA Et SCATURRO beam FEBRUARY 17, » 67 
Bie 4 S. SEX 6. COLOR OR RACE 7, MARRIED oO NEVER MARRIED Do 8. DATE OF BIRTH 9. AGE peveers ats 1 wee a ao 
irthda fonths | Da’ jaurs E 
3 FEMALE | WHITE | wove (k] ore DJ] 3-26-1920 orn ? 4 
Ss ie USUAL veg ee a af a done 10b. KIND of BUSINESS OR 11. BIRTHPLACE (Caunty & State, or fareign country) 12. sur oF WHAT 
oS luging most af working life, even if retjred INDUSTRY . . ? 
Se Machine Operator extile CUMBERLAND, MD. ano. Ae 
ek. 13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
§ SYLVESTER PITTMAN NORA SHAD 
tt WAS au 8 Rihitvecase oe Oe __| 16. SOCIAL SECURITY NO. 17. INFORMANT Address 
es, no, or unknawn, yes give war ar dotes of service 
ne MEMORIAL HOSPITAL, CUMBERLAND, MD. 
18 CAUSE OF DEATH (Enter only one cause per line for ), ond (c), - INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: ONSET AND DEATH 
IMMEDIATE CAUSE (a) = 


DUE TO 
Canditions, if any, which gove () 
rise ta immediate cause (0), 
stoting the underlying cause DUE TO 
(IMS Sioee— res @ 
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) 19. peel 


ves [} NO 


20a. ACCIDENT WAS UNDERLYING O) 
OR CONTRIBUTING CJ CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


‘20d. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | or Part I of item 18.) 


20c. TIME OF INJURY Month, Day, Year 20d. INJURY OCCURRED ‘20e. PLACE OF INJURY (Home, form, 20f. (City or town) (County) (State) 
Haur o.m, While Nat While foctary, pfreet, office bldg., etc.) 
19 at wark oO ot wark O 


p.m, YA 
21. | certify thot (I) (this “2 I) prone the decoy from Wa az 9 Bee Ieee 197, thot (I) (we) lost 
saw the deceosed alive on. 19 67, ond tft deoth occurred at , frah? Causes ond on thé date stated above. 


Ta, SIGNATURE ae ra 2b. DATE SIGNED 
oector [) pays, £1 


MEDICAL CERTIFICATION 


After this certificate has been signed by the attending physician 


director, page 3 shauld be detached far use as the burial-transit permit. TI 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after death. 


Page 4 may be retained by the hospital or attending physician. 


ATTENDING 
PHYS. 


MD. 


shauld be filed with the State Dept. af Health priar ta burial, cremation, ar remaval, 


5 
ba 
2a 
se 
aD 


TO FUNERAL DIRECTOR: 


Ee Dc. PHYSICIAN'S 22d. ADDRESS 
; NAME (Type) DR. CLAY E, DURRETT 236 VIRGINIA AVE,., CUMBERLAND, MD 
230. BURIAL, CREMATION, 23b. DATE THEREOF 23. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City or Town) (County) (Stote) 
rey Grey) = «| Feb. 19,1967 | Hillcrest Burial Park | Cumberland ,Md.Allegany 


ee pReroR Ss rate C mabey 1a S Ma 2Sa. REC'D BY REGISTRAR ‘25d. REGISTRAR'S SIGNATURE 
ames carpe aie mw a e We, 
3 & : : mf EB 23 1964  fCoortag Yovery 


rR 
3 


~ MARYLAND STATE DEPARTMENT OF HEALTH 


it 1 Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 
Lop» [91597 CERTIFICATE OF DEATH 
2B |. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, if institution; Residence before odmissian) 
= 0 ONY ALLEGANY MARYLAND ost MARYLAND out ALLEGANY 
35 BCHY OR TOWN (IF outside corporate limits, © LENGTH OF STAY IN 1b © CTY OR TOWN (If outside carparote limits, write RURAL ond give neorest town) 
oe “EOE RE ANDO” 32 DAYS CUMBERLAND a 
e gs 4 d. NAME MEMORTAL HOSE { ati give street oddress) d. gs ome RE EN E Ss TRE E T e. FE RESIDENCE 
gs 22 ves {_] no KJ 
ss 3. NAME OF First “Middle Lost 4. DATE Manth oy . 
22 ive of ri!) IDA CHRISTINA SCHILLIN of, FEBRUARY 12 ,, 67 
oe S. SEX 6 COLOR OR RACE 7. MARRIEO. Oo NEVER MARRIED [el B. OATE OF BIRTH 9. AGE (In years IF UNDER . 
o ‘3 
3 FEMALE WHITE ih wioowe J pivoreo EJ] 12-20-1877 as) ie ah 
100. USUAL OCCUPATION (Give kind af work dane VOb. KIND OF BUSINESS OR 11. BIRTHPLACE (County & State, ar fareign country) 12. CITIZEN OF WHAT 
erng marty HOES ENTE! oun Home CUMBERLAND, MD. ORS oA, 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


LEWIS WEBER anah Enos 


1S. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT — Address 
aT i (If yes give war ar dates of service] None MEMORIAL HOSP] TAL-CUMBERLAND, MD. 


18. CAUSE OF DEATH (Enter only one couse per line for {0}, (b), ond (¢).) INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: : ONSET AND DEATH 


, cremation, ar remaval, and in ony event 


-transit permit. Then please rem: 


The law requires that the death certificate be executed within 24 haurs after death. 


ie r IMMEDIATE CAUSE (0) ian oe 
i=] A : 
= 4 QUE TO A 
Ps z Canditians, if any, which gave ) be flucra. Pore {o2-—~ 
PRS rise to immediate couse (a), “a = ; 
Deas stating the underlying cause : r 4 A 
oS last. Sa @ Gperipa beseter’ Giddtanecet Gb Xe 
£485 zx | PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO OEATH BUT NOT RELATED TO THE TERMINAL OISEASE CONDITION GIVEN IN PART 1(a) 19. WAS AUTOPSY 
s 2 i=} . \= a. ee ii 
a sz 5 ble bce tgtietl ves C] Ag 
Zs 52 = | 20a. ACCIDENT WAS UNDERLYING C1. ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | or Part Il of item 18.) 
ve — 84 | OR CONTRIBUTING C1 CAUSE OF DEATH 
a uo 
ee bso © | (iF EITHER, NOTIFY MEDICAL EXAMINER) 
Se se ] ‘20c. TIME OF INJURY Month, Day, Year 20d. INJURY OCCURRED ‘20e. PLACE OF INJURY (Hame, farm, 20. (City or tawn) (County) (State) 
aes 2° 2 Hour a.m. While Not While foctory, street, affice bldg., etc.) 
2 a rid $ mn, ] at work ai wark A 
25 3 21. I certify thot (I) (this hospital) attended the deceased from__._..___, 19.4 Ve ar 19 © © that (I) (we) lost 
weese sow the deceased olive on "2 f tt 192 7_, ond thot death occurred at_! * Oh, @uses and on the date stated above. 
@ RSees Ta. 516 Print ie, ras 26. DATE SIGNED 
Se pe a ANAiklart—— MD. PHYS. oirector C) puys, CO] 2 
m4 B= 2c. PHYSICIAN'S 24d. AOD, 
Ziges ERICA DR, S.G, WEISMAN | BSPEREENE ST.,CUMBERLAND, MD. 
Gy b= 
3 3 3 2 Ba. aS eet ‘23b. DATE THEREOF ‘23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City or Town) (County) (State) 
es AS (Spaci ’ 
of oes Biopeee™ 2/14/67 Rose Hill Cometer Cunberfand, Allegany, Md. 


24. FUNERAL DIRECTOR ADDRESS 25a. REC'D BY REGISTRAR ‘2Sb. REGISTRAR’ SIGNATURE 


Cunberland, Wid. oe FER 17 P67 a ar, 


— 
at 


H, Wayne George 


MARYLAND STATE DEPARTMENT OF HEALTH 


a ] M Division af STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 
Loe 01598 CERTIFICATE OF DEATH N15 
ee ee 
3 Se 3 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, if institution: Residence before odmission) 
3 eo 0. COUNTY fen b. County: 
Soe ee Allegany MARYLAND laryland legany 
S 235 B, CITY OR TOWN (If outside corporate limits, © LENGTH OF STAY IN 1b © CITY OR TOWN (IF autside corporate limits, write RURAL ond give neorest town) 
bag xs = 2 2 pra oo af neorest town) 5 0 . Cumberlan a 
ete s 
ees ‘umbsrlan ° @} 
* Zoe 2% d, NAME OF HOSPITAL OR INSTITUTION (IF nat in haspital, give street oddress) d. STREET ADDRESS 2. RESIDENCE 
= Tose E 
= 22 17 | Allegany Co, Infirmy 30_N. Liberty St. vs C40 (2 
£ >se 3. NAME OF First Middle Lost 4. DATE Manth Doy Year 
Swe st ECEASED OF 
Se Type or print) _Edwerd Ray _ Sechler beth — Fehr li, 167 
i $ 5. SEX 6, COLOR OR RACE | 7. MARRIED [—] NEVER MARRIED [_]| 8. DATE OF BIRTH a: ABE i Th 
2 last birthday, 
ees = = Male wipowed f] piorctD C]| Oct, 12,1889 yrs. 
® 5c TOo, USUAL OCCUPATION (Give kind af wark dane TOb. KIND OF BUSINESS OR 11. BIRTHPLACE (Caunty & State, ar fareign country) 12. CITIZEN OF WHAT 
a 28 during most of working lite, even if retired) INDUSTRY COUNTRY? 
See e.5 Railroad B&oO Railroad Paddytown Somerset Co, ehe 
Z ges 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Se eteGe. 
- ads 
“4 ae. ha B ble nnie CtLtO 
= ee s 8 WAS DEASED Ns RED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT ‘Address 
3 e=5 ‘8s, ng, ar unknawn) |(If yes give war ar dotes of service] 
= Fs 5 = ~ tO 
e as == 
Z 2 TB. CAUSE OF DEATH (Enter only one couse per-tine for (0), (b), ond (c)) TNTERVAL BETWEEN 
pester PART Dear was use BY, U7 (2 Geupeh & Qitlyp- ONSET AND DEATH 
Besss * 0) . = aa : wee 
meee (51x nen C&Lbre ee eG Tey ere F 
SEEse Conditions, any, which gave Cha, cleacucsatse (3) behes ip Sth prey 
Sa nas tise ta immediate cause (a), DUE TO 7 2 ? o 
2 Peos stoting the underlying couse US f- 0 ey) D fH exe 
£ oct i oe eee 4 » 
gs Bes Ee (AI le aan eee a 
ef 3? a _.| = | PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) 19. WAS AUTOPSY 
ESfee 4/5 ween 4 
sto 22,8 Ss 
as 2st = | 200. ACCIDENT WAS UNDERLYING () ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | ar Part Il of item 18.) 
2 6 SES es (REINER OMY COCAUSE ae MN 
Besak S HER, NOTIFY MEDICAL EXAMINER! 
ee ose 3 [20c. TIME OF INJURY Month, Day, Yeor 70d. INJURY OCCURRED 7e. PLACE OF INJURY (Home, form, | 208. (City ar tawny) - (County) (rate) 
7m Cy se 2 Hour a.m. a While oO Not While oO factary, street, office bldg., etc.) 
eae S p.m. at wark at wark 
Z2>2v0D - = - 
Pia eae 21. I certify that (I) (this haspital) attended the deceased fram____ = I, to, «19__, that (I) (we) last 
Fs 2) est saw the deceased alive an. 19___, and that death accurred at M, fram causes and an the date stated abave. 
@ = g a8 ATTENDING MED STAFF ae 
ae pays, —C)_orecror OO mas, OO 
2>C8= Te. PHYSICIAN'S Zid. ADDRESS 
efscs | NAME (Type) 
So wsu 
3 is s S35 23a. BURIAL, CREMATION, 23b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY Zid. LOCATION (City or Town) (County) (Stote) 
zores 
oe ls REMOVAL (Specify) . 
e=e5 2/13/67 Kingwood @) 6 enne 


2S0. REC'D BY REGISTRAR 2Sb. REG! 'S SIGNATURE () 
RS SOM cg 
B15 17 7 g ¢ 
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Lh. lek 
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in Item 18. Give Pages I, 2, and 3 ta 
ffice along with farm PM3. Page 
and 2 with the State Department of 
my event within 72 hours after death 


the funeral directar. Page 4 shauld be forwarded ta the Chief Medical Exa 
Health ar its designated agent, prior to burial, cremation, ar remaval, and i 


necessary, please execute the certificate, writing the ward “pending” in pen 
5 may be retained far your files. 


TO FUNERAL DIRECTOR: Page 3 should be used as a burial-transit permit. File 


VR ASME olf 
6M 1/66 


MARYLANE, STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


01599 MEDICAL EXAMINER’S CERTIFICATE OF DEATH 


J. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived, if institution: Residence before odmission) 
MARYLAND: 


a. COUNTY All egany °. Waryland b. COUNTY All egany 


b. CITY OR TOWN (If outside carparate limits, . LENGTH OF STAY IN 1b © CITY OR TOWN (If autside carparate limits, write RURAL and give nearest tawn) 
write RURAL and give neorest town) 


DE = MNACONIE NS 


onacon fl 
d, NAME OF HOSPITAL OR INSTITUTION (If not in haspital, give street address) d. STREET ADDRESS e IS RESIDENCE 
ON_A FARM? 


ha own _Stis Charlestown Street. ves [] no lX 


DECEASED MARY fe) SHOCKEY bata 2/2/1967 


NAME OF First Middle Last 4. DATE Manth Doy 


S. SEX 6. COLOR OR RACE 7. MARRIED & NEVER MARRIED | B. DATE OF BIRTH 9. AGE (In years IFUNDER 1 YEAR | IF UNDER 24 HRS. 
x irthdoy) Months | Days | Hours | Min. 
Female | White 


wipoweD {_] owored [1] 4/10/1915 5 ts. 


1Da. USUAL OCCUPATION he kind af wark dane 1Db. KIND OF BUSINESS OR 11. BIRTHPLACE (State ar fareign cauntry) 12. CITIZEN OF WHAT 


during maskaf working lite, if azired) INDUSTRY : COUN. 
Houge’ Wife Lonaconing Usa 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


Joseph Ricker Myrtle Metz 


1S. WAS DECEASED EVER INU.S ARMED FORCES? ¥6. SOCIAL SECURITY NO. 17. INFORMANT Address 
(Yes, Hogg krown} {If yes give war ar dates af service! 
oO 


None CHARLES SHOCKEY Lonaconing, MD, 
18. CAUSE OF DEATH (Enter anly one cause per line far (a), (b), and (c).) INTERVAL BETWEEN 


PART |. DEATH WAS CAUSED BY 
7 IMMEDIATE CAUSE (a) CORONARY OCCLUSTON 


fA DUE TO 


Conditions, if ony, which gave () CORONARY SCLEROSIS 


rise ta immediate cause (a), 
stating the underlying cause DUE TO 
[Sg at o 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a) 19. WAS AITO ESY 
Yes] No OF 


2Do. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | or Part Il of item 18.) 
PRIMARY C1] ar CONTRIBUTING C1 
CAUSE OF DEATH. 


‘Dc. TIME OF INJURY Month, Day, Yeor 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, farm, 20f (City ar town) (County) (State) 
Hour a.m. While Not While factary, street, affice bldg., etc.) 
p.m, 19 otwork CL} otwork CI 


21. | certify thot | took chorge of the remoins described obove, held on Autopsy [_], Inspection [XJ, Inquiry (XJ, ond in my opinion 
deoth resulted from: — Noturol cousesM{], Accident [_], Suicide [_], Homicide [], Undetermined monner [_] 
, CHIEF MEDICAL EXAMINER =] 
AO ine Mp, ASSISTANT MEDICAL ee 22 SDATE SIGNED: 
Binbnnes DEPUTY MEDICAL EXAMINER 2/2/1967 
NAME (Type) Bewedict Skitarelic Cumb ear aind gy, BaD gr county) 


MEDICAL CERTIFICATION 


230. BURIAL, CREMATION, 2b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City or Town) (County) (State) 
‘MOVAL (Specify) mt 
Birvey” | 2/4/1967 Qak Hill e. 


24, FUNERAL DIRECTOR ADDRESS mr REC) SIGN 
George Eichhorn Lonaconing, MD, 


TO HOSPITAL OR ATTENDING PHYSICIAN 


The law requires that the death certificate be executed within 24 hours after death. 


Page 4 may be retained by the haspital ar attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending ph 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


CERTIFICATE OF DEATH t 0 


c> 
er) 
= 


e 3 shauld be detached far use as the burial-transit permit. Then 
filed with the State Dept. af Health priar ta burial, crematian, ar remavaly 


fl 


directar, p 
shauld be 


ahi 3 |. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceosed lived, if institution: Residence before odmission) 
53 0. COUNTY ’ o. STAT b. COUNTY 
s-5 ALLEGANY MaRyUaND ‘MARYLAND 
235 B. CITY "OR TOWN (IF outside corporote oh c LENGTH OF STAY IN Tb © CITY OR TOWN (If outside corporote limits, write RURAL and give nearest town) 
~o write ii) - 
pee PHOSTBRY” 6 DAYS FROSTBURG é 
ct d. NAME OF HOSPITAL OR INSTITUTION (If not in hospitol, give street oddress) | d. STREET ADDRESS @. RRSDENE G 
Se a ? 
23s MINERS HOSPITAL 61 BROADWA ves [] no 
>ss 3. NAMES First Middle lost 4. bare Month Doy ‘Year 
oa ‘ASED = 
$s- ie eepre ANNIE Acts DEATH BRUA 9 6? 
24s 5. SEX 6. COLOR OR RACE | 7. MARRIED NEVER MARRIED B. DATE oF aR 9. AGE (In yeors |_IFUNDER T'YPAR {IF UNDER 74 ARS. 
5: a e O O lst a | Doys Min. 
Siete ALE WHITB winowed [Xj pivorceD [_]| My yrs. 
Sec fe USUAL OCCUPATION Give kind of work done Tob. KIND OF BUSINESS OR “T BIRTHPEACE sci aaa an Tz. CITIZEN OF WHAT 
3 dori itisi sven if retired) INDUSTRY COUNTRY ? 
5 ‘HO ff OWN HOME FROSTRURG, MD A 

13. FATHER'S TARE 14, MOTHER'S MAIDEN NAME” 

WILLIAM HOPKINS JANET ANWYEL 
TS. WAS DECEASED EVER INU.S. ARMED FORCES? 16. SOCIAL SECURITY NO. | 17. INFORMANT : 
{Yes, ngpgynknown) {If yes give wor or dotes of service; PROSTBURG, MD. 
213-16-90 MRS. LESTER ERRSEEMAS GUNTER _HOTE: 
TB. CAUSE OF DEATH (Enter only one couse per line for (0), (b), ond (¢)) INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: a de = 5 ly lst Xe x ONSET_AND_DEATH 
.__ IMMEDIATE CAUSE (0) 
DUE TO —— 
Conditions, if ony, which gave (b) 


AS 


rise to immediote couse (0), 
stoting the underlying couse 


pat © 
19. WAS AUTOPSY 
z PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT Ae B PERFORMED? 
= ves] NO 8 
Ss 
= 200. ACCIDENT WAS UNDERLYING 1) 205. DESCRIBE HOW INJURY OCCURRED Aénter noture of injury in Part | or Port lt of item 1B.) 
& | OR CONTRIBUTING CI CAUSE OF DEATH 
© | (IFEITHER, NOTIFY MEDICAL EXAMINER) 
S P20. TIME OF INJURY” Month, oy, Yeor 70d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, form, | 20. (City or town) (County) (Stote) 
= Hour o.m. While Not While foctory, street, office bldg., etc.) 
p.m. 9 atwork CL) otwork C) 
. [certify that (I) (@his-hespital) attended the deceased fram__@—/ to_A-2A6 , 1967, that (I) (we) last 
oA 
saw the deceased alive an__4 4-5 _19 @ Z, and that death accurred Peter fram causes and an the date stated abave. 
220. SIGNATURE 22b,, DATE SIGNED. 
SL ATTENDING MED. STAFF 
ay , A ett mo. PHYS. B& oikector CO pays, oy, ZTL7T 
Mc. PHYSICIAN'S 22d, ADDRESS 
hame(ire) HC. DIEHL. M.D. 9 W, MAIN FROSTBUR MD 
Bo. oa CREMATION, 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY —_ 23d. LOCATION (City or Town) {County} (Stote) 


FEB.28,19 R BUR PARK JIFROSTBUIR ARVLAND 
ADDR EGISTRAR'S SIGNATU 


ff 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


01601. CERTIFICATE OF DEATH 91598 
ion: Resi jore admission) 


/i. PLAGE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institut 
a. COUNTY a. STATE b. COUNTY 


Allega: MARYLAND ‘land Allegany 
b. CITY OR TOWN (if outside corporate limits, c. LENGTH OF STAY IN 1b || c. CiTY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
write RURAL and give nearest town) 


Cumberland Years Cumber land / 


d. NAME OF HOSPITAL OR INSTITUTION (If not In hospltai, give street address) || d. STREET ADDRESS a. Sea efi We 


1200 yes] _no 


Middle Last 4, DATE Month Oay Year 


OF 
(Type oF print) George Albert Otto Smith beat February 23 19 67 
. SEX 6. COLOR OR RACE |'7, MARRIED [X] NEVER MARRIEO[]| 8 OATE OF BIRTH 9. AGE (In years | IF UNDER 1 YEAR|IF UNDER 24 HRS, 
= Jast birthday) (Months | Days | Hours | Min. 
Male White wiooweo 7] _pwvorceo["]|March 9, 1887 79 ys. | 


Da. USUAL OCCUPATION (Give kind of workdone| iDb. KIND OF BUSINESS OR TI. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
INOUSTRY COUNTRY? 


72 hours after death. 


in 


during most of working life, even If retired) 


Shoe Store Own S En a 
i TAME ai elf _imploye 4. ee NAME SA 


13. FATHER’S NAME 


, and in any event, with 


Then please remove carbon papers. Pages 1 and 


Conrad George Smit Amelia Damm 
15. WAS DECEASED EVERINU.S. ARMEOFORCES? | 16, SOCIAL. <CURITYNO. | 17. INFORMANT Address z 
(Yes, no, or unkown) | (fyes give war or dates of service) ** Cumberland, Md 


WwWii abe Bed 


18. CAUSE OF DEATH [Enter only one 0 as ay INTERVAL BETWEEN 


PART I. OEATH WAS CAUSEO BY: ONSET AND OEATH 
IMMEDIATE CAUSE (a): sz, a A 2 
al 


f QUE TO —_ 
Conditions, If any, which (b) 
gave rise to Immediate 
cause (a), stating the QUE TO 
underlying cause last, (c) 


PART II. OTHER SIGNIFICANT CONDITIONS CONTRIGUTING TO DEATH BUT NOTRELATEO TO THE TERMINAL OISEASE CONOITIONGIVEN INPART 1(2) | 19. LB 


ves} NO DY 


or removal, 


cremation, 


ned by the attending physician and completely filled in by the funeral 


i 


-transit permit. 


20a. ACCIOENT WAS UNDERLYING 20b. OESCRIBE HOW INJURY OCCURREO. (Enter nature of Injury In Part | or Part Il of Item 18.) 
OR CONTRIBUTING [} CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) — Ss 


— 
20c. TIME OF INJURY Month, Oay, Year | 2Dd. INJURY OCCURREO | 20e. PLACE OF INJURY (Home, farm,| 20f_ fyor town) (County) ate) 
Hour 2m, vine ean factory, street, officebidg.,ete.) | AX) 


J 
pm, * 19___lat work ET at work_ [1 ——— ier * LL LL n. LZ Ge 
21. | certify that (I) (this hospita)) attended the deceased from_/2°4/ 20,19. to fo zp P 19 hat (1) Oke) last 
guicthe-deceased Alive on__2</z-. 19___, and that deatb/occurred atZ40M, fromAhe causes fand on the date statgd above. 


MEDICAL CERTIFICATION 


ty! 


filed with the State Dept. of Health prior to burial 


gi OATEAIGNEO, 
ATTENOING MEO. STAFF 

PHYS. oirector [1] Pays. [J 2i/¢ 
22d, ADORESS 


R. J. Williams 122 S. Centre St., Cumberland,’ Md 
23a. gehnrit Bosca | 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 
i | Greenmount Cemete Cumberland, Md 
0 


Burial 
—\“SABPRESS. hy REC'D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 
Se ot ve, Cumberland patif Bh 2 7 peal ghee cg \Leceton 
20M 1/65 [a 
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director, page 3 should be detached for use as the bur 


TO FUNERAL DIRECTOR: After this certificate has been si 


should be 


6 
af 24. FUNERAL DIRECT! Feb = Sh 
vR Als (4) | John J. er, Jh 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


ee hin ileal 3 ERTIFICATE "OF DEATH 01599 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, if institution: Residence before odmission) 
@. COUNTY 0. STATE ‘i b. COUNTY 
Allegany MARYLAND Maryland Allegany 
b. CITY OR TOWN (If autside carparate limits, c. LENGTH OF STAY IN Ib ©. CITY OR TOWN (If outside corporote limits, write RURAL and give nearest town) 


write RURAL ond give meer feet ald 17 years Cumberland 


2, NAME OF HOSPITAL OR INSTITUTION (If nat in hospital, give street address) GD STREET ADDRESS © BRODIE 
Sylvan Retreat Unknown ves CJ No [X 


3. NAME OF First Middle Last 4. DATE Month 

Recor watt) Martin Smock fe Feb. 
3. SEX 6. COLOR OR RACE] 7 MARRIED [~] NEVER MARRIED [_]| 8 DATE OF BIRTH 7 AGE (In'years 
wipowed (Unk .divorcep al Unknown Wes ae 
Ta, USUAL OCCUPATION (Give kind of work done TOb. KIND OF BUSINESS OR JV. BIRTHPLACE (County & State, ar fareign country) T2, CITIZEN OF WHAT 
during most of working te, event retired) INDUSTRY Unknown Unknown: COUNTRY ? Unk. 
13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 


Unknown Unknown 
15. | INU.S. ARMED FORCES? 16, SOCIAL SECURITY NO 17, INFORMANT Address 


papers. Pa 


f Health priar ta burial, crematian, or removal, and in any event, within 72 haurs 


\ 


lease remave.carbon 


physician and completely filled in by t 


hen pl 


10, i dates of 
(Yes, os enn) (If yes give war or dates of service! 220=-52-9961 Selene: Reteeae Sumbertand Md. (County) 


18. CAUSE OF DEATH (Enter anly one couse per line for (0), (b), and (¢).) INTERVAL BETWEEN 
PART 1. DEATH WAS CAUSED BY: 4 gt Cg-g-t-et # ET BND. 
, _ IMMEDIATE CAUSE (a) are ZA 
/ f DUE 10 2 
Conditions, if ony, which gove wLeyeca je ) 2a 
tise ta immediate cause (a), DUE TO 


stoting the underlying couse 
lost. 2 @ a —<3 


PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{a) 19. Suey 


ves J NO 


€ 
S 
3 
3 
= 
S 
5 
8 
2 
= 
& 
c= 
= 
2 
n=] 
= 
3 
3 
g 
3 
© 
3 
2 
eS 
= 
5 
g 
£ 
o 
8 
7 
@ 
= 
2 
o 
== 
4 
s 
‘BS 
= 
s 
2 
pod 
° 
2 
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Ss 


Q 
MEDICAL CERTIFICATION 


‘200. ACCIDENT WAS UNDERLYING [) ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | ar Part Il of item 18.) 
OR CONTRIBUTING CICAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Hare, farm, 20%. (City or town) (County) (State) 
Hour a.m. While Nat While factary, street, office bldg., etc.) 
9 atwark C)_otwork CJ 


21. | certify thot (I) (this hospitol gions the sett from June 6 7, 1990 to__sebe 247 1967, thot (I) (we) lost 
sow the deceosed olive on__#eb. 24 19 , ond thot deoth occurred ot M, from couses ond on the dote stoted obove. 


To, SIGNATURE 
pay ATTENDING MED. STAFF 
MD. _ PHYS, 8 pirector C1 pays. CO 

Tie. PHYSICIAN'S 7d, ADDRESS 
/ StL yee) Clay E. Durrett, Me 236 Virginia Ave. 


To. BURIAL CREMATION, | Z3b. DATE THEREOF Tic WANE OF CEMETERY OR CREMATORY Fd. LOCATION (Giy ar Town) (County) (tate) 

BEEMOYALE PEA) Feb.27,1967 | Allegany County Cemetey Cumberland Md.Allegany 
74, FUNERAL DIRECTOR DRESS 7a. REED BY REPUTRAR Sb RESPSUEARS, S]QAATUR] 
reef. Scarpelli, Cumberiand, Md. MAR 1947 }; PTO 


je 3 should be detached for use as the burial-transit permit. 


shauld be filed with the State Dept. a 


3 

RS 

=> 
eas) 


Page 4 may be retained by the haspital ar attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attendini 


TO HOSPITAL OR ATTENDING PHYSICIAN 
directar, pa 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISIGN OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


Z) 


03 CERTIFICATE OF DEATH 
1. BOON aT Le — me z USUAL ESI PRET" deceased Tn w a ae wi admission) 
iD 


b. CITY OR TOWN (if outside corporate limits, 


¢. LENGTH OF STAY IN 1b || c. CITY OR TOWN (I side corporate limits, write RURAL and give nearest town) 
write RURAL and give nearest town) uf {(Froutatge;. Sopporate ratte, by : 


within 72 hours after death. 


as 
Ss 5 
=e 
2 
z=: 
BS 
o- 1B 
2 GumberLand 16 years Cumberland al-l 
2s NAME OF HOSPITAL OR INSTITUTION (If not in hospital, give street address) || d. STREET ADDRESS @. 1S RESIDENCE 
2 i C01 0.0.0.0.2.2 4 ON A FARM 
* a z 5 Saaared Heart Hospital Eee Waren ara yes (} wor 
i= > 
= Ss 3. NAME OF First ie Last 4. DATE jonth Yi 
= os DECEASED OF 
2 2 i (Type or print) Guilte walt Squillar i | DEATH 2 wv et 
Ss 5a2 5. SEX 6. COLOR OR RACE |7, MARRIED fe] NEVER MARRIED[] | ® DATO 3, AGE (In, years [IFUNDER 1 VEAR|IF UNDER 24HRS, 
B $se8 3 [IFUNDER 1 YEAR|IF UNDER 24 HRS, 
8 BEE Male White so DivorceD [} BH AB (56 J Rees | oe ara i 
g i 
= s £ aERICE Uneek cr weekion Hees Meee 10b. KIND ee ee ESS OR ‘IL. BIRTHPLACE (County & State, or foreign country) | 12. tee WHAT 
2 Is ir . 
= 38 Chat | sturaunt Italy, Mornbercelli 
g 265 


13. FATHER’S NAME 14. Nery. ET EG 


Bugenio Squillari 


teaden please remove carbon papers. Pages 1 and 


15. WAS DECEASED EVER INU.S. ARMEDFORCES? | 16. SOCIALSECURITYNO. | 17. INFDRMANT ‘Address 
(Yes, no, or unkown) | (Ifyes give war or dates of service) Sacged Heart Decatur St ry Cumberland 
219-34-600 
18. CAUSE DF DEATH (Enter only one cause per line for (a), (b), and (c).] INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: = rae 
ee) IMMEDIATE CAUSE (a)_“7 KOE PAI DIB & a Fd ee Tt Ord 
! DUE TO 
Cenditions, If any, which ) 


gave rise to immediate 
cause (a), stating the DUE TO 
underlying cause last. (c) 


& | PART II. OTHER SIGNIFICANT CONDITIONS CONTRIGUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASECONDITIONGIVEN INPART 1(a) |19. Was AuTopsy 
= a a ee 
! S YES. nol] 
= 2Da. ACCIDENT WAS UNDERLYING 2Db. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part I or Part II of item 18.) 
f | OR CONTRIBUTING [] CAUSE OF DEATH 
© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
Fi 2De. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 2De. PLACE OF INJURY (Home, farm,| 2Df. (City or town) (County) (State) 
a Hour a. | While Not While factory, street, office bldg., etc.) 
Ss P. 19 at work at work 
21, | certify that (I) (this-hespitel) attended the deceased from. Ta ec 196, to A--/ , 19&7, that (I) tre) last 


saw the deceased alive nn__A-/¢ ____19 ©7 and that death occurred at_Z7 M, from the causes and on the date stated above. 


Za, SIGNATURE 225. DATE SIGNED 
zs a= “Ao ATTENDING — ~ MED. STAFF 
By Mp. PHYS. Ld pirector [1] pays. LJ] 2-7¥%- 67 


22¢. PHYSICIAN'S : 22d. ADDRESS 
[ME UR eP ek Goh tae 12.00. Smate-woorn Sr ComAittAud 


d with the State Dept. of Health prior to burial, cremation, or removal, 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death 


director, page 3 should be detached for use as the burial-transit perm 
hould be file 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the a 


23a. era, an 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 
a Siciade =. Pay at 150 | $S.Peter & Paul Cemetery Cumberland Ma.All 
\ 24. FUNERAL DIRECTOR ADDRESS 25a, REC’D BY REGISTRAR 6¢ aU yeah TTL Wy or set 
CA. James F. Scarpelli, Cumberland, Md. ene eae) WS I 7 / 


2M 1/65 


~\ 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after death. 


Page 4 may be retained by the haspital ar attending physician. 


= 


ician and completely filled in by the funeral 
popers. Pages 1 and 2 
, and in any event, within 72 hours affer deg 


lease remave carbon 


physi 


pa 


, crematian, or remaval 


igned by the attendin 
urial-transit permit. 


After this certificate hos been si 


3 shauld be detached far use as the bi 
id with the State Dept. af Health prior to buria 


Ne 


shauld be fi 


oO 


jirector, 


TO FUNERAL DIRECTOR: 
d pa 


358 
zy 
<a 
oo 
cies 


MARYLAND STATE DEPARTMENT OF HEALTH 


. Division of STATISTICAL RESEARCH AND RECORDS, 301,W. PRESTON STREET, BALTIMORE, MARYLAND 
i ivision 0 ST parce NE RECORD é ey4 oR 21201 


-< 


01604 CERTIFICATE OF DEATH 


]. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived, if institution: Residence before odmission) 
0. COUNTY 0. STATE b. COUNTY 
ALLEGANY MARYLAND MARYLAND 
b. ony cae {f outside eure c. LENGTH OF STAY IN Ib c. CITY OR TOWN {If outside corporote limits, write RURAL ond give neorest town} 
write ‘ond give neorest town! a. 
URN ar a nae 15 DAYS FROSTBURG, 


d. NAME OF HOSPITAL OR INSTITUTION (If not in hospitol, give street oddress) 


MEMORIAL HOSPITAL 


&. STREET ADDRESS 55 Ie REIDEME 
206 MC CULLOUGH ST. jl ws] nw 


ANE OF First Middle Lost ; Year 
¢. Type oF print) GODFREY Dd. STOTT DEATH » 67 
MGoSEX 6 COLOR OR RACE] 7. MARRIED [NEVER MARRIED [| 8. DATE OF BIRTH 1905]? ‘GE irs j 
I 10 
MALE WHITE wioowed ([] owored C]| | -22-1907 6 ae 
a USUAL DCCUPATION (Give Kind of work done TOb. KIND OF BUSINESS OR 1. BIRTHPLACE (County & Stote, or foreign country) 12. cme e WHAT 
luring most of working lite, even if retired INDUSTRY . 
rama olworna le, ees FROSTBURG, MD. UTS A. 
T3. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
JOHN STOTT LAURA DA 


1S. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO. 17, INFORMANT. Address 
(Yes, no, or unknown) Paina in 5 Z 5 MEMORIAL HOSPITAL -CUMBERLAND, MD. 


18. CAUSE OF DEATH {Enter only one couse p For (0), (b), ond (c}.) 
PART |, DEATH WAS CAUSED BY: Le ee 
IMMEDIATE CAUSE (0}= et 


INTERVAL BETWEEN 
ONSET AND DEATH 


DUE TO f 
Conditions, if ony, which gove "A et 
tise to immediote couse (0), DUE we 
stoting the underlying couse 
i ar ae @ 
= | PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NDT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART i{o} 19. PES RAE 
= ie 2 yes [] NO f-}—- 
© | 200. ACCIDENT WAS UNDERLYING C) ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 
= } OR CONTRIBUTING C) CAUSE OF DEATH CS a ee 
& | (IF EITHER, NOTIFY MEDICALEXAMINER 
s 20c. Lalit INJURY Month, Doy, Yeor INJURY OCCURRED ‘206. PLACE OF eee A" form, DOF: ; City or town}. (County) ‘Stote) 
2 Our O.m. ae Not While foctory, street, office bldg., etc.) {fy 2 9 
= otwok C1] ke —E] ——__ —_ 4~ f - Lf. 
21. I certify thot (1) (this hospitol) attended the deceased from@®e> 7 5 ex3q° e fed , 19___ Phot (1) Gwe) last 
sow tite edpiive on__7>/ 2. 7.19___, and that déath accurred at_2 * 2 ‘M, {fom<auses &nd on the dote stated above. 


Zo. SIGNAT Ea Z e 22. DATE SIGNED 
Z N ATTENDING 0. STAFF 
, _ .D._ PHYS. (recon OO pws, OO] 2/4 mee 


fc. PA 22d, ADDRESS, 


quiet) DR. ReJ. WILLIAMS 122 S, CENTRE ST., CUMBERLAND, MD, 


%o. BURIAL, CREMATION, Bb. DATE THEREOF ‘Tc. NAME, OF CEMETERY OR CREMATORY 23d. LOCATION (City or Town) (County) (Stote) 
Jae ‘ V, 7 a ZA wy 7 
Z: Z ais Ee ATL NSS re (ae NW acme te) 6 YP Liza 
: R (] RE Fi RECO B E y 


‘24. FUNERAL DIRECTO! ‘2b. REGISTRAR'S SIGNATURI 


a 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


016605 CERTIFICATE OF DEATH 01602 


1. PLACE (ae DEATH 2. USUAL RESIDENCE (Where deceosed lived, if institution: Residence before odmission) 
0. COUNTY o. STATE Pi b. COUNTY 
ALLEGANY MARYLAND MARYLAND ALLE GANY 


b. CITY OR ene (Hf outside corporate limits, c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give neorest town) 
it hp sn 
eC BERCANO DAY CUMBERLAND 


Le 
d. NAME OF HOSPITAL OR INSTITUTION (If not in haspital, give street oddress) d. STREET ADDRESS @. 1S RESIDENCE 


MEMORIAL HOSPITAL 227 CARROLL ST. ww eis 


7. NAME OF Fist Middle lost ; Month Yea 
pad ELLA MAE TAYLOR S FEBRUARY 2h” 7 


(Type or print) 
5. SEX 6. COLOR OR RACE 7, MARRIED [| NEVER MARRIEO fe 8. DATE OF BIRTH 9. AGE (In yeors IE UNDER | YEAR 


FEMALE | WHITE | wooo] ovr J] 12-17-1889 4 


1, USUAL OCCUPATION [Give kindof workdone Tob: KIND OF BUSINESS OR TH. BIRTHPLACE (County & Stote, or foreign country) 12 CEN OF WHAT 
during most of working life, even if retire INDUSTRY. ‘ cou ? 

foisekeeper’ "Rt Home WARYLAND Us Si 
T3. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


LAFAYETTE MOXLEY MARGARET SHILLING 


1S. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO. 17, INFORMANT Address 


Ye ki if d f 
(Yes, ere ‘nown) [(If yes give wor or dotes of service. 213-03-7977 CUMBERLAND, VD. 
1B. CAUSE OF DEATH (Enter only one couse per line for . ond (¢).), bs Pass no outs 


ithin 72 haurs after deaths 


ent, 


lease remove carbon papers. Pages } an 


and in any 


P 


PART |. DEATH WAS CAUSED BY: DEATH 
IMMEDIATE CAUSE (0) 


DUE T 
Conditions, if ony, which gove (b) 


4 


-transit permit. Then 
cremation, or remava 


rise to immediote couse (0), 
stoting the underlying couse DUE TO 
jars eae @ 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONOITION GIVEN IN PART 1(o) 19. WAS AUTOPSY 
ves] NO ¥ 


200. ACCIDENT WAS UNDERLYING C1 ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 
OR CONTRIBUTING C1 CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Doy, Yeor 20d. INJURY OCCURRED ‘20e. PLACE OF INJURY (Home, form, 20f. (City or town), (County) (Stote) 
Hour o.m. Wile faa) Rohe oa] foctory, street, office bldg., ets.) 
ot an) | gt work 


at Sty that (I) (this i We, fic eal from TID 7, LGE7, 19__, thot on e) last 
ey 


saw the deceased Ae an. ¢___, apd thot death occurred 2 “fram causes ‘and an the date jae above, 


To. SIGNATURE 
8 Ly ATTENDING 7 MED. STAFF 
Pay pays. —_ AM} Rector pays, C) G 


Te. me Td. ADDRES 
/ RANE RB 


RGINIA AVE, 
230. BURIAL, EAU Got 23b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City or Town) (County) (Stote) 
pf power ny 2/26/67 RoseHill Cemete Gumberland Allegany Maryland 


The law requires that the death certificate be executed within 24 haurs after death. 


Page 4 may be retained by the haspital or attending physician. 


MEDICAL CERTIFECATION 


je 3 should be detached far use as the b 
led with the State Dept. af Health priar to buri 


shauld be fi 


directar, pa 
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TO HOSPITAL OR ATTENDING PHYSICIAN: 


24. FUNERAL a ADDRESS. So. REC'D BY REGISTRAR 2Sb. REGISTRAR'S SIGNATURE 
H. Lee Silcox Cumberland Maryland 21502 ot FEB 2 8 


3s 
ze 
Bis 
bc} 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


01606 CERTIFICATE OF DEATH 01603 


\ 
+ 
=I 


€ =e a 
Ss et J |, PLACE OF DEAT} 2. USUAL RESIDENCE (Where deceosed lived, if institution: Residence before admission) 
S$ B58 mou -ALLEGANY o. STATE b. COUNTY 
5 = 5S- wht MARYLAND —ALLEGANY 
= 2 eS, b. CITY OR TOWN (If outside corporote limits, « LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest tawn) 
g pee “CUMBERLAND” 8 DAYS CUMBERLAND ee, 
3 
@ ey eae d. NAME OF HOSPITAL OR INSTITUTION (If nat in haspital, give street address) . STREET ADDRESS 015 RESIDENCE 
SX get MEMORIAL HOSPITAL 120 W. OFFUTT ST ' 
@2oc% ° ° yes L] No 
c = Oe 
= ae = 3. NAME OF First Middle Last 4. DAE Manth Day Year 
'B ge DECEASED 
Ee S 3 (Type ar print) DAVID ai ‘ THARP pata FEBRUARY 28 19 67 
f2 “4 5. SEX 6. COLOR OR RACE 7. MARRIED [] NEVER MARRIED [| 8. DATE OF BIRTH 9. AGE fe years IF UNDER 24 HRS. 
ee, & last birthday) [Months | Doys | Hours | Min. 
g Sez MALE WHITE | wow ovorced []| 2-20-96 71 yi. 
= ge 3 10c. La le ee kind af wark dane 0b. KIND OF BUSINESS OR 11. BIRTHPLACE (Caunty & State, ar fareign country) 12. CITIZEN OF WHAT 
= e2s during most of working lite, even if retired) INDUSTRY. oY 
2 ese OPERATOR PLANT NURSERY MARTINSBURG, W.VA. U. - A. 
gas 
2 gas 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
= a 
S SEE HARVEY THARP ELIZABETH SHAD 
= s 2 i i ae U.S. ARMED eee A 16. SOCIAL SECURITY NO. 17. INFORMANT Address 
3G se ‘es, na, or unknawn) |(If yes give wor or dates af service! 
= BEe fe [Na b17.48.7086 {MEMORIAL HOSPITAL, CUMBERLAND, MD. 
S oa 
z S as 18. CAUSE OF DEATH (Enter anly ane couse per line for (a), (b), ond (c).) INTERVAL BETWEEN 
— £3 £ PART |. DEATH WAS CAUSED BY: 9 SEAN DD ATH 
2235s IMMEDIATE CAUSE (a) A = 
pee eek as 4 hd | DUE TO — 
£ 2 =e = Conditions, ifany, which gave 77 Lo tid i ee Ata za ax 
Eas Sa. LE Ee cause (a), DUE TO yy; -, 
fo>ceD ae the underlying couse fi = > z 
3: 3£. st. c On cma Lo, 
S2258 = 
of 4385 == | PART IL. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) 19. WAS AUTOPSY 
ae S YES NO 
=5 2°76 Ss O oO 
z a Zaz = 200. Cea SSN NEE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | ar Part Il of item 18.) 
Seets & | OR CONTRIBUTING [1 CAUSE OF DEATH 
= S Ses © | (IFEITHER, NOTIFY MEDICAL EXAMINER) 
eed > 
aan S Pane. TIME OF INJURY Month, Day, Year 20d. INJURY OCCURRED We. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (State) 
e2te0 = Hour o.m. While Not While factary, street, office bldg, etc.) 
oF ee p.m. 19 other el cctimat - f Lo 
a2 259 21. 1 certify that (I) (this haspital) attended the deceased fra ez Zn (O21 9 tp Me! Z519_G Aha (I) (we) last 
is = 2 ZB saw the deceased alive an. 19 , and fat death accurred at M, fram causes and on the date stated abave. 
EsOfe To. SIGNATURE 7b. DATE SIGNED 
<s Ge 0. 
= = be ATTENDING MED. STAFF a 
“Eo PHYS, pinector [C) pays. (I 
SB 2 fos n : 
2eo8e Zc. PHYSICIAN'S Td, ADDRBS_ 
ear ee ay nawE(Type) = DR, CLAY E. DURRETT CUMBERLAND, MD. 
woo 
S255 230. BURIAL, CREMATION, 2b. DATE THEREOF 3c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City or Town) (County) (Stote) 
Zar ee REM ify) 
ocot BUTE ARCH 43,196 DAVIS MEMORTaL BURIAL PAR CUMBERLAND, MD 
- ae { 45 24, FUNERAL DIRECTOR ADDRESS 2Sa. RECD 8Y REGISTRAR 2b. REGISTRAR'S SIGNATURE 
VR AIS (4) 
Miike BLNON ae CUMBERLAND, MD. oat MAR 6 1967 fC4erbay Qoreg 
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Department a 
lurs after deat! 


MARYLAND STATE DEPARTMENT OF HEALTH 
Bionic of § eer RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


81607 Ts SHARE cH EXAMINER'S CERTIFICATE OF DEATH 01604 


2. USUAL RESIDENCE (Where deceosed lived, if institution: Residence before odmissign’ 


b. COUNTY 


ALLEGANY ragvLAN | ° SAMARY LAND ALLEGANY 


'b. CITY OR TOWN {If autside corporote limits, ¢ LENGTH OF STAY IN 1b c. CITY OR TOWN (IF autside carparate limits, write RURAL ond give nearest town) 
write RURAL ond give nearest tawn} 


FROSTBURG 


|. PLACE OF DEATH 
o, COUNTY 


DOA LOTHT AN ha 
NAME OF HOSPITAL OR INSTITUTION (IF not in hospital, give street address) & STREET ADDRESS 2 RSD 
MINERS HOSPITAL ves []} no {J 


7 NAME OF Fist Middle Lost 4 DATE Doy Year 
(Type of print) RUTH MARION TROUTMAN |  peatu 19 67 
5. SEX 6 COLOR OR RACE” | 7. MARRIED [-] NEVER MARRIED EJ] 6. OATE OF BIRTH 9. AGE {In yeors TFUNDER 24 ARS 


FEMALE | WHITE wioowed [] pvorcto F)] 11/18/66 eee 


n item 18. Give Pages 1, 2, and 3 ta 


the funeral directar. Page 4 should be farwarded to the Chief Medical Examiner's Office along with farm PM3. Page 


5 may be retained far your files. 
TO FUNERAL DIRECTOR: Page 3 shauld be used as a burial-transit permit. File poges land2 with 


~ 


MEDICAL CERTIFICATION 


or its designated agent, priar to burial, crematian, ar remaval, and in any event withi 


necessary, please execute the certificate, writing the word “pending” in pen 


VR AISME iN 
6M 1/66 


100. USUAL OCCUPATION {Give kind of work done 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (Stote or foreign country} 12. CITIZEN OF WHAT 


during most of working lite, even if retired) poster FROSTBURG, MARYLAND p ae 


ofie 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 


RAY LEROY TROUTMAN Rut /corven/ Marion Cecilia Gordon 


1S. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT Address 


(es por rknown) aii ta [mr. GBORGE GORDON, MIDLOTHIAN , MD. 


TB. CAUSE OF DEATH (Enter only one couse per line for (0), (b), ond (c)) WEA BETWEEN 


PART |. DEATH WAS CAUSED BY: EATH 
IMMEDIATE CAUSE (0) LOBAR PNEUMON ILAT Ons AY 


OUE TO 
Conditions, if ony, which gave (by STREPTOCOCCIS 
rise to immediote couse (0), DUE TO 
stoting the underlying couse 
lost. ae () 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART !(a) 19. WAS AUTOPSY 


PERFORMED? 


ves [$e no (] 


200. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | os Port II of item 18.) 
PRIMARY C1] or CONTRIBUTING (1 
CAUSE OF DEATH. 


20c. TIME OF INJURY Month, Doy, Yeor 20d. INJURY OCCURRED ‘20e. PLACE OF INJURY (Home, form, 20f. (City or town) (County) (Stote} 
Hour om. While Not While factory, street, office bldg., etc.) 
p.m, 19 otwork LI] otwork C] 


21. I certify that | taak charge af the remains described abave, held an Autapsy [3f, Inspectian BX], Inquiry [3q, and in my apinian 
death resulted fram: Natura! causes Accident [_], Suicide [7], Homicide (J, Undetermined manner (_] 
stan ‘ \ CHIEF MEDICAL EXAMINER [_] 


SIGNATURE, .p, ASSISTANT MEDICAL EXAMINER [] 22. DATE SIGNED 
EXAMINER'S DEPUTY MEDICAL EXAMINER CX FEBRUARY 9, 1967 
NAME (Type) BENEDICT SKITARELIC 9 M.D . Address (Street, city, town, or county) CUMBERLAND y MD . 


230. BURIAL, ae 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City or Town) (County) (State) 
ie 
Sein B 90/4 IR ARK BUR MAR A 


Es eae 49% a 9 f 


DATE i, 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


01608 CERTIFICATE OF DEATH 


1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, if institution: Residence before odmission) 

. COUNTY STATE b. COUNTY 

ALLEGANY merase | AE MARYLAND ALLEGANY 

b. CITY OR TOWN {if outside carparate limits, ©. LENGTH OF STAY IN Ib © CITY OR TOWN (If autside carparate limits, write RURAL and give nearest tawn) 

writes PRA coe greatest tawn} 9 DAYS MIDLOTHIAN : 
d, NAME OF HOSPITAL OR INSTITUTION (If nat in haspital, give street address) d. STREET ADDRESS es hae 
MINERS HOSPITAL YES ne no [Aj 

. bea First Middle Last 4. DATE Month Day 

{Type or print ISABELLE H. WALKER bears FEBRUARY 8,» 6F 
S. SEX 6. COLOR OR RACE 7, MARRIED [—] NEVER MARRIED B. DATE OF BIRTH 9. AG sgn years [_IFUNDER] YEAR | IF UNDER 24 HRS. 


FEMALE WHITE wiooweo [7] ovorceo []| FEB. 25, 1916 AN ae a 


100, eee Give kind af wark dane 10b. KIND OF BUSINESS OR 11, BIRTHPLACE (County & State, ar fareign art | 12. CITIZEN OF WHAT 


within 72 hours after d 


id completely filled in by the fun 


lemove carbon popers. Pages | 


in any event, 


geese ae ag” Fee? PRIVATE HOME MARYLAND een 


‘13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 

JAMES WALKER JANET BRIMLOW 
1S. WAS DECEASED EVER IN U.S, ARMED FORCES? __ | 16. SOCIAL SECURITY NO. 17. INFORMANT Address FRoo Vi I I AGE y 
(Yes, no, or unknown) |{(If yes give wor or dates of wie 44-05-9803 MRS. RUTH LASHBAUGH, FROSTBURG, MD. 


1B. CAUSE OF DEATH (Enter anly ane cause per line for a (b), and (c}.) INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: C . 4 / : ‘ ONSET AND Pit Z 
IMMEDIATE CAUSE (a) teatat aaa a att oe E 
oe X DUE TO 
Conditions, if ony, which gove () 
rise ta immediate cause {a), DUE T 
stoting the underlying couse his 
Citi. FS Q 


Lush, biolle ja) Pea 
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a} 19. WAS AUTOPSY 
yes} No {J 


200. ACCIDENT WAS UNDERLYING CL] ‘20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in Part | or Port II of item 1B.) 
OR CONTRIBUTING CI.CAUSE OF DEATH ie 
(IF EITHER, NOTIFY MEDICAL EXAMINER) / as 


‘20c. TIME OF INJURY Month, Day, Year 20d. INJURY OCCURRED S| 20e. PLACE OF INJURY (Home, farm, 20f. (City ar tawn) (County) (State) 
Hour o.m. 4 While Not While factory, street, affice BUR . 2 
p.m. 19, at work LI] otwork 4 


21. 1 certify that (I) (this haspital) ses the deceased fram, “9, to__ , 192Z, that (I) (we) last 
saw the deceased alive an = f 19<2/., and that death accurred at_2£<"M, fram causes Ack an the date stoted abave. 
a. SIGNATURE) r : ie sone a tise 22. DATE SIGNED 
/ : Cad Sere M0. 2 pieecror C0 eas. } LA 
2c. PHYSICIAN'S on ADDRESS 
NAME(Type) i 48 BROADWAY, FROSTBURG, MD. 


230. BURIAL, rene 23b. DATE THEREOF 23d. LOCATION ae or Town) (Caunty) (Stote) 
‘{BURERE ore, 44, 1967| FROSTBURG MEMORIAL PARK RO D 

24. FUNERAL DIRECTOR ADDRESS 25a. REC'D. ISTRAI REGISTRARS SIGNA vy J 
mae JOSEPH R. DURST, SR., FROSTBURG, MD. Fe FEST 18 BBY i aD ae, 


Y 


as 


-transit permit. Then 


igned by the attending ph 


'u 


After this certificote hos been si 
MEDICAL CERTIFICATION 


ed with the Stote Dept. of Health prior to burial, cremotion, or removo’ 


je 3 should be detoched for use as the bi 


f 


should be fi 


so . 


director, pa 
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TO FUNERAL DIRECTOR. 


MARYLAND STATE DEPARTMENT OF HEALTH 
Divisian of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


$1603 CERTIFICATE OF DEATH 01606 


a 
1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived, if institution: Residence before odmission} 


ee Allegany MARYLAND oa Mar yland rats STLOGABY. 


b. CITY GR TOWN (If autside corparate limits, ¢. LENGTH OF STAY IN 1b «. CITY OR TOWN (If outside corporote limits, write RURAL ond give neorest town) 
write RURAL ond give pores gen) 
‘rostburg months 202 Grand Ave.Cumberland //-/ 


|. NAME OF HOSPITAL OR INSTITUTION (1 hospitol, treet oddr d. STREET ADDRESS. 6. IS RESIDENC 
d. NAME OF HOSPITAL OR INSTITUTION (If not in hospitol, give street oddress) NE TRERE 


Miners Hospital 202 Grand Aye. ves L] no Gt 
. NAME OF First Middle tost | 4, DATE Month Doy Year 


DECEASED OF 
(Type or print) Anna Mary Waters DEATH Feb. 1: 9 67 


S. SEX 6 COLOR OR RACE 7. MARRIED [7] NEVER MARRIED [—] | 8. DATE OF BIRTH | 9. AGE {in yeors TF UNDER 1 YEAR| IF UNDER 24 HR: 


irthd 
Female | White WIDOWED Jesk___—DIVORCED Wev.20,18te | fhm || | 


100. USUAL OCCUPATION (cue kind of work done 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (County & Stote, or foreign country) 12. CITIZEN OF WHAT 
during most of working [i pao if eet INDUSTRY COUNTRY ? 

ousewife m Home Cumberland ,Md. 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 


ind 


fter de 


y the funero! 


Pages | o1 


George Green Ma, 
1S. WAS DECEASED EVER IN U.S. ARMED FORCES? q 16. SOCIAL SECURITY NO. 17. INFORMANT Address aug er 
(Yes, no, or unknown) (If yes give wor or dotes of service} 


no Mrs. Wm. T. Dillon, Baltimore ,Md. 


1B. CAUSE OF DEATH (Enter only one couse per line for (o}, (bj, ond (c).) INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: D i ONSET AND DEATH 
IMMEDIATE CAUSE (0) f] vu 


lee j DUE TO e 
Conditions, if ony, which gove (b) re a , R DAY CH liwee k 
tise to immediote couse (0), DUE TO 
stoting the underlying couse le 
we) ow Aypeatersive Lascular Disas FYRAKS 
PART |. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(0) FE WAS AUTOPSY 


|-transit permit. Then please remove corbon papers. 


urio 


The law requires thot the deoti{ taalifi¢ate be executed within 24 hours after deoth. 


Poge 4 moy be retained by the hospitol or ottending physician. 


PERFORMED? 


ves [_] No =| 


200. ACCIDENT WAS UNDERLYING (). 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port I or Port Il of item 1B.) 
OR CONTRIBUTING CJ CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
‘20c. TIME OF INJURY Month, Doy, Yeor 20d. INJURY OCCURRED ‘20e. PLACE OF INJURY (Home, farm, 20f. (City or town) (County) (State) 
Hour o.m. While Not While foctory, street, office bldg., etc.) 
p.m. 9 ot work L) ot work C1 


21. | certify that (I) (this haspital) gttended the deceased fram_Ds# P96, trek. , 19 Sx7 that (I) (we) fost 
saw the deceased alive me) ME) and that death occurred ot 22 2M, fram causes and an the date stated abave. 


To. SIGNATURE ; Wb, DATE SIGNED 
ATTENDING MED. STAFE _~ 
<2 MD. PHYS, oirector C1 pas. 


‘2c. PHYSICIAN'S 22d. ADDRESS 
NAME (Type) 


: After this certificote hos been signed by the ottending physicion ond completely filled in b 
MEDICAL CERTIFICATION 
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je 3 should be detoched for use as the bi 


230, BURIAL, CREMATION, ‘@b. DATE THEREOF ‘2c. NAME OF CEMETERY OR CREMATORY 2d. LOCATION (City or Town) (County) (Stote) 


myneed) = |Feb.4,1967 |St. Mary's Cemete Cumberland, Md.Allegan: 
2. Sarara DIRECTOR 4 ADDRESS So. REC'D BY REGISTRAR ‘2Sb. REGISTRAR'S SIGNATURE 
ames #. Scarpelli, Cumberland, Ma. age 0 


should be fi 


TO HOSPITAL OR ATTENDING PHYSICIAN: 
director, po 


TO FUNERAL DIRECTOR: 


VR AIS (4) t 
20 M 1/66 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE iw 


CERTIFICATE OF DEATH 0 


Pi. PLACE DF DEATH 2, USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 


“en _ALLEGANY wera | 7 O owapytrann UN ar rRgany 


b. CITY DR TDWN (if outside corporate limits, c. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
write RURAL and give nearest town) 


CUMBERLAN 9 DAYS MI. SAVAGE 21=} 
d. NAME OF HOSPITAL OR INSTITUTION (If not In hospital, give street address) || d. STREET ADDRESS 6. 15 RESIDENCE 


ON A FARM? 
SACRED HEART HOSPITAL ves] nok] 


3. NAME DF First Middle Last 4. DATE Month Day Year 
DECEASED 


OF 
(Type or print) JAMES E WHARTON DEATH 2/22/67 19 
5. SEX 6. COLOR OR RACE | 7, mARRIEDY) NEVER MARRIED 8. DATE OF BIRTH 9. AGE (In years | IF UNDER 1 YEAR|IF UNDER 24 HRS, 
val O last birthaa)) anne Days | Hours | Min, 


MALE WHITS wipoweD [~] DIVORCED [~] 4/13/86 80 _yrs. 
T 


1Da, USUAL OCCUPATIDN (Give kind of work done| 10b. KIND DF BUSINESS OR . BIRTHPLACE (County & State, or foreign country) 12. eRe WHAT 


—* 


id 2 


filled in by the funerat 
papers. Pages 1 an 


any event, within 72 hours after deathy® 


remove carbon 


during most of working life, even If retired) INDUSTRY 
D — DYE HOUSE | CELANESE CORP. MARYLAID 
13, FATHER’S NAME 14. MOTHER’S MAIDEN NAME 


EDWARD WHARTON ELIZABETH ASHKETTLE 


15. WAS DECEASED EVER INU.S. ARMEDFORCES? | 16. SOCIALSECURITYNO. | 17. INFDRMANT Address 
(Yes, no, of unkown) ees war or dates of service) 
PES 


18. CAUSE DF DEATH [Enter only one caus i . 7 Hae Sera 

PART |. DEATH WAS CAUSED BY: i : ce. dd 
IMMEDIATE CAUSE (a). - ee aes 

Conditions, if any, which itd. g Z y SEG 

gave rise to Immediate 

cause (a), stating the é 3 le a Z Ye 


juse last. fs) a" 


ee ae 
(ER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED T EQMINAL DISEASE GONDITIONGIVENINPART (a) |19. WAS AUTOPSY 
Q 4 Litlia” PERFORMED’ 
Lenwralouzhi IS CLIAMZA af 40 AE ves[_] N 


20a. ACCIDENT WAS UNDERLYING jay 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part 1! of Item 18.) 
DR CONTRIBUTING [) CAUSE DF DEATH . 


(IF EITHER, NDTIFY MEDICAL oer Neck 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, farm,| 20F. (City or town) (County) —«<(Statey 
Hour a.m. | While factory, street, office bidg., etc.) 


Not While 
p.m. 19 at workL] at work [1 


U.S. hs. 


ing physician and completely 


After this certificate has been signed by the attend 
MEOICAL CERTIACATION 


that (1) (we) last 


21. 1 certify that (I) ee : pele Ax 
saw the decegsed)alive and that death poturred a2. MAyom Affe esas he date stated above. 
SIGNAT 


, 22b. DATE SIGNED Mes 
Jpn ATTENDING py MED. STAFF * 2 
pasts ag aw mo, PHYS. (4 binecron C1] pus. [1 


7 RAE Goel VEE. é 
| DR. HALTLINAN we, spaactet 


23a. BURIAL, ripe | 23b. DATE THEREOF 23c, NAME OF CEMETERY OR GREMATORY 23d. LOCATION (City, town or county) (State) 


mate” | oo a7 ST, PATRICK'S CEMETERY 


f 24. FUNERAL DIRECTOR ADDRESS 25a. REC'D BY REGISTRAR t STRAR’S SIGNATURE 
VR AIS (4) 


JOSEFH R. DURST, SR., FROSTBURG, MD. ome FEB 27 1967 fOConbay Neeiga _ 
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director, page 3 should be detached for use as the burial-transit permit. Then 
should be fifed with the State Dept. of Health prior to burial, cremation, or remov; 


TO FUNERAL DIRECTOR: 


20M 1/65 


1)| o1614 


ae) MARYLAND. STATE DEPARTMENT OF HEALTH 
Division ‘of STATISTICAL RESPARCH AND, RECORDS, 301,W, 2 DEA? latin MARYLAND 21201 
CERTIFICATE OF DEATH 


The law requires that the death certificate be executed within 24 hours after death. 


Page 4 may be retained by the hospital or attending physician. 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


ft 


85 
zy 


ate has been signed by the attending phys 


After this certi 
directar, page 3 shauld be detached for use as the burial-transit permit. 


JO FUNERAL DIRECTOR: 


a 


= 


hen 


= 
PS 
& 


should be fied with the State Dept. af Health prior ta burial, crematian, or removal! 


ce eS 

ser 1. PLACE OF DEATH > 2. USUAL RESIDENCE (Where deceased lived, if institution: Residence before odmission) 
Sos o. COUNTY a. STATE b. (0 

tied Allegany saRrLaND Maryland Kilegany 

2 3s b. CITY OR TOWN (If outside corporate limits, ¢, LENGTH OF STAY IN Tb « CITY OR TOWN (If autside corparate limits, write RURAL ond give nearest town) 

ie write RURAL ond give neorest town) 

Ses Frostburg Lonaconing gl.) 

a d. NAME OF HOSPITAL OR INSTITUTION (If not in haspital, give street address) d. STREET ADDRESS e. IS RESIDENCE | 

ca ‘oe ON A FARM? 

>a ] 
wes 5] Miners H ital Beechwood Street ves [) woX 
Sad 5! OSD 

ee 3. NAME OF First Middle Last 4, DATE Manth Oa Year 
38? DECEASED OF % 

Sse (Type or print) SIMEON W. WHITEMAN bam 2/8/1196 0 
BSe 

£ oe > 5. SEX 6. COLOR OR RACE 7, MARRIED [v.¢] NEVER MARRIED (cd B. DATE OF BIRTH ry ree In gore TFUNDER 1 YEAR | IF UNDER 24 HRS. 

irthdoy! Min, 
j Male | White | woow 1) ovorw O| 4/14/ Os. 
tl USUAL e EEaTCN Give kind of oe done 10b. HA OF BUSINESS OR 11. BIRTHPLACE (County & State, ar foreign country) 12. A WHAT 
it ing We, ti DUSTRY 
See vnereey eed’ INS S” Agen’ ey Garrett CO, uh 
‘oa 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


af 


James Whiteman Eliza Ellen Green 
1S. WAS DECEASED EVER IN U.S. ARMED FORCES? ‘ 16. SOCIAL SECURITY NO. 17. INFORMANT Address 
a 


(Yes.no, ar unknown) (I datasof 2 ' 
“Pegorle War ¢ Mrs, Maria Whiteman, Lonaconing, ™D. 


1B. CAUSE OF DEATH (Enter anly one couse per line for (a), (b}, and (¢).) 
PART 1. DEATH WAS CAUSED BY: 

IMMEDIATE CAUSE (a) i 

DUE TO 

Conditians, if ony, which gave (b) 
tise to immediate cause (a), DUE T 

stating the underlying cause ey 

Steet or (9 


PART I OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) 19. WAS AUTOPSY 
ves{] NO (] 


‘20a. ACCIDENT WAS UNDERLYING CO) 206. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Part I! af item 1B.) 
OR CONTRIBUTING CL) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


MEDICAL CERTIFICATION 


20c. TIME OF INJURY Manth, Day, Year 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, form, | 20. (City or town) (County) (Store) 
Hour a.m. While Nat While factory, street, office bidg., etc.) 
p.m. 19 ot work O ot wark oO 


deceased fram 196), tosh * & , 1947, that (I) (we) last 


21. | certify that (1) (this hospital) attended the 
ad 1942, and thot death accurred at 1S _{M, fram causes and an the date stated above. 


sow the deceased alive an 


He. SIGNATURE 2b. DATE SIGNED 
ATTENDING NED, STAFF 
Le PHYS. ea precr Os OO] a7 '6 2 
Me. PRYSNS 72d. ADDRES 
wane (yp) We MLE S LONAcon? 

Ta. BURIAL CREMATION, | 730. DATE THEREOF 7c. NAME OF CEMETERY OR CREMATORY 73d. AOCATION (Gry or Town) __(Counly) (Stare) 

REMOVAL (Specify) > 

B 96 emo a Park osth 1D 


TA, FUNERAL DIRECTOR ADDRESS 250. RECD BY REGISTRAR 2Sb. REGISTRARS IGNATIE Vig 
GEORGE EICHHORN Lonaconing, Md. [om ©5810 Boi ~~ God 


The law requires that the death certificate be executed within 24 hours after dea 


Page 4 may be retained by the haspital ar attending physician. 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


=) 


Pages | 
ithin 72 haurs after deat 


mpletely filled in by the fume 
Mm papers. 


wer 


, and in any event, 


ician and ca 
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-transit permit. Then p' 
, crematian, ar removal 
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MARYLAND STATE DEPARTMENT OF HEALTH 


Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


01612 


CERTIFICATE OF DEATH aye 


1. PLACE OF DEATH 
o. COUNTY 


ALLEGANY 


‘2. USUAL RESIDENCE (Where deceased lived, if institution: Residence before admissian) 


o. STATE MARYLAND b. COUNTY ALLEGANY 


MARYLAND 


b. CITY OR TOWN {If outside corporote limits, 


“-CONBERLANG™ 


d, NAME OF HOSPITAL OR INSTITUTION (I 


MEMORIAL HOSPITAL 


LENGTH OF STAY IN 1b 


47_DAYS 


IF not in hospitol, give street oddress} 


& CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest tawn) 


CUMBERLAND 


d. STREET ADDRESS 


“eS RESIDENCE — 
ON'A FARM? 


744 FAYETTE ss ves C] no CX 


3. NAME OF 
ECEASED 
‘ype ar print) 
5. SEX 


MALE 


6. COLOR OR RACE 


WHITE 


First Middle Tast a, DATE Month Day ‘Year 
JOHN P. ZIMMERMAN | He FEBRUARY 25 1 67 


7. MARRIED [NEVER MARRIEO [_}{ 8. DATE OF BIRTH 9. AGE Ep yeors IFUNDER TYEAR_] IF UNDER 24 HRS. 


10a, USUAL OCCUPATION (eRe kind af wark dane 


during mee py ee! on if retired) 


13. FATHER'S NAME 


CHARLES P, Z] 


1S. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO 
(Yes, na, arunknawn) |(If yes give wor or dates af service] 


irthdar Months | Doys | Haurs | Min. 
winowed [7] oworceo [| 7-18-1902 oe oe cd al ati [i 
10b. KIND OF BUSINESS OR 11. BIRTHPLACE {County & State, or foreign aay 12. CITIZEN OF WHAT 
INDUSTRY . COPNTRY? 


Bevcr27e CUMBERLAND, MD. eoehe 


Ta” MOTHER'S MAIDEN NAME 
MMBRMAN LAURA B, KELLY 


(7. INFORMANT Address 


MEMORIAL HOSPI TAL-CUMBERLAND, MD. 


1B. CAUSE OF DEATH (Enter anly ane 
PART |. DEATH WAS CAUSED BY: 


Conditions, if ony, which gave 
rise to immediate cause (a), 
stating the underlying couse 
last. Fa = 


IMMEDIATE CAUSE (a) 
DUE TO 


INTERVAL BETWEEN 


yet AND DEATH fF 


cause per line for (a), (b), and (c}.) 


(b) 


DUE TO 


i] 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) 


19. WAS AUTOPSY 
PERFORMED? 


ves [] 


‘20a. ACCIDENT WAS UNDERLYING C1] 
OR CONTRIBUTING C1 CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | or Part II af item 1B.) 


‘20c. TIME OF INJURY Month, Day, Yeo 
Haur a.m. 


p.m. 


MEDICAL CERTIFICATION 


r 20d. INJURY OCCURRED 
While Not While 
9 atwark Lat work 


‘Me. PLACE OF INJURY (Home, farm, 20. 


(City or tawn) 
factary, street, affice bldg., etc.) 


(Caunty} (State) 


O 
Til) 


21, I certify that (I) (this haspitol) attended the deceased fram Yad 29,1944, ta 7, that (I) (we) last 
saw the deceased alive oh Poke oe ee and théf death occurred ot Lt OM, AapNtguses and on the date stated abave. 


220. SIGNATURE 


aX. 


DR. WYLIE M. FAW 


22b. DATE SIGNED . 
o 57 Vig 
uM 


ATTENDING MED. STAFF 
PHYS. pirector CI pays 


72d. ADDRESS 
122 S. CENTRE ST 


23a. BURIAL, CREMATION, 
REMOVAL (Specify) 


23b. DATE 


THEREOF Zc. NAME OF CEMETERY OR CREMATORY 
Ty 2: 


ton é4 


a. LOCATION (City or Town} 
LAeete| Lol rae! MMe phen, 


250. RECD BY Cee Sb. a? ATUR 
kk SF ome FEE 2 0 A967 _ FEB 28 


(County) (Stote} 


Dre. 


